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Foreword 


A primary objective in witing this book has been to present 
the highlights of modem psychiatric knowledge for the general 
reader who may be concerned with an emotional or mental 
problem, or who may wish to know more about mental illness 
and the role of psjehiatry. Another objective, equally pressing, 
has been to do this in straightforward, easily understood lan¬ 
guage. The author is aware that it would be impossible, even if 
it were desirable, to do away completely ssith technical terms, 
since to oversimplify the language would, at the same time, 
oversimplify the concepts-conccpts which are often clutive in 
their nature and content. For this reason, semantic control is most 
needful in the area of psydiiairic thinking. Whenever feasible, 
how'ever, the author has translated technical terms into everyday 
hngviage; in other instances, the reader may wish to refer to the 
Glossary. 

The book has two general divisions. The first, comprising 
Qiapters 1 through 12. lays the foundation for an understanding 
of psychiatric principles and describes the categories of mental 
and emotional Illness. Chapters IS through 17 take under con¬ 
sideration the practical aspects of adjustment to life at several 
levels, and conclude wiili a discussion of religion and love. 

No one "slant” or approadi to mental disorder is given prefer¬ 
ence in these pages. Tlic time has long since passed when the 
basic principles of Freud were held in serious doubt. Accord¬ 
ingly, such liypoihescs as the concept of the unconscious, the 
psydioscxual levels of personality adjustment, and others detiuced 
from psyrhoanalytic inv-csiigation. underlie the rspl-nnationi and 
discussions of the neuroses and the psychoses. Hut with regard 
to interpretations and appHcaiions of these principles by the 
various schools, the different approaches have been fully dis- 
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cussed; organic methods of treatment and the holistic concept 
have been given full consideration. 

The reader must understand that this booh Is not to be used 
as an instrument for "do^it-yourseir* diagnosis and treatment. 
It is an exposition and a guide. The author's hope is that (1) 
readers in general svill recognize that the broad problem of abnor- 
mal behavior is something to be handled medically rather than 
legalistically; (2) that the booh may help rcaden vho arc emo¬ 
tionally disturbed but possess insight into their condition; and 
(3) that relatives and friends of mental patients, particularly of 
those svho arc institutionalized, will have a clearer picture of 
what has been and what is being done to overcome the obstacles 
unique to this medical specialty. 

The Layman's Gnide to Psychiatry should also be an aid to 
medical students, general praaitionen, psychologists, social work- 
en, occupational therapists, and volunteer hospital aides. All 
those ^vho have frequent contacts with individuals and families 
in stressful situations where mental disorder plays a rote-legis- 
lators, welfare officials, educators. ailome)‘s, and clcrg^Tnen— 
should find this book useful and informative. 

I am profoundly indebted to George La Fond Cantzlaar for his 
invaluable editorial guidance and assistance, and to my wife 
Audrey, for her devoted encouragement and tireless efforu in 
behalf of this book. 


J. A. B. 



Preface 


Dr. Brussel presents us with a very readable compact textbook 
of psychiatry for the layman. The book is, of course, principally of 
value to an educated layman who ts able to understand and follow 
some of the psychiatric principles around which this book is 
constructed. Dr. Brussel's approach could be called an eclectic 
one, drawing ideas from different psychiatric schools and sources 
and blending them into a comprehensive whole. This book well 
reflects our contemporary thinking in psychiatry. It must be 
emphasized that psychiatry is in flux and no one knows to svhat 
extent our present concepts will turn out to be correct because 
there is still a great deal that is unknown in this held. Sometimes 
this unknown is covered by glib generalizations and rationalized 
explanations. This is especially common in psycliiatric books 
which are written /or laymen. Dr. Brussel Ijas tried to avoid this 
difficulty by properly being more technical in some of his concepts 
than is usual in books for laymen, but 1 believe this is 'for the 
better because sometimes the lay public has the impression there 
is no technical body of knowledge, but simply a conglomeration 
of opinions expressed by different people. I believe that any 
person who is interested in a field needing scientific technique 
and understanding has to acquaint himself with the particular 
background of this science and Dr. Brussel's effort to fulfill this 
need is effective. 


Paul H. Hoch, M.D. 
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i: Behind the Human Mind 


It is a simple matter to desaibe the common experiences that 
pass constantly through our minds—the thoughts, desires, hates, 
and loves familiar to our consciousness. But to uncover the roots 
of these experiences, to explore what lies behind the human mind, 
is a most difficult undertaking. The individual tends to assume 
that he is in full control over hts thoughts and actions. It comes 
as a shock when he discovers that his thinking and behavior 
can often be traced back to very early experiences of which he is 
now totally unaware. He finds tt hard to realize that within his 
own mind are submerged forces—mental forces—which can drive 
him against his better judgment (or even against his will) to act 
in an unreasoning or unreasonable manner. These submerged 
forces svhose immense hidden posver was first explored by 
Sigmund Freud, make up a vast reservoir of memories stored 
in the depths of the mind, always ready to emerge at the con¬ 
scious level. 

Nothing experienced is completely forgotten. Thus, a bitter 
mental shock in infancy may appear to have sunk into oblivion, 
but it can be awakened in later life during a time of stress. The 
mental shock has been merely repressed, held out of conscious¬ 
ness until a new emotional conflict recalls to memory the earlier 
experience and brings it again to the level of consciousness. Such 
repressed experiences a nd their accompanying emotions are ^ 
compl exes, of which one of the most familiar is the Oedipus 
compley which derives its name from Sophocles’ dramatization 
of a son’s extreme attaclunent to his mother. The case histories of 
countless disturbed or neurotic men demonstrate the results of 
this complex, for tliese men have been so intensely affected by 
their repressed emotion that they are unable to establish suitable 
relationships with women- They may remain unmarried or, if 
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they do marry, they may set up unattainable standards for their 
■wives, expecting them to be second mothers. 

Let us consider the "normal" child. Throughout infanq- his 
entire world is the narrow confines of his crib. All that he en* 
counters are the four -walls of his Httle universe, with a heaven 
above from which appears at regular (sometimes too frequent) 
inten-als a goddess. This goddess is something akin to magic, 
with her soft tones, her solicitous kindness, and her Vi-arm pro¬ 
tective breasts with their unrationed supply of nourishmenL 
Extremely significant is the infant's awareness that food is part 
of the mother. It does not take the child long to learn that jiis 
mother is a co mbin ation o f s eciiri tY , happines^s , and sust enance. 

experiences that will^followw**, ne'er forgotten. Deep within 
him, be he banker, bookkeeper, professional athlete, marfunist, or 
what )ou will, the grown man unconsciously remembers that, in 
his entire career, at no other lime 'ms he so completely se¬ 
cure, blissfully happy, and well-fed as 'vhen he was a baby in 
his mother's arms. No matter ho'v sophisticated or practical- 
minded he may become, he will nes'er really "forget" this episode. 

EARLY EXPERIENXE 

T'vo t)pes of very early experience have been showTi to exert 
a profound influence in shaping the mind and personality of 
each human being. These arc the experiences of infant feeding 
and toilet training . In the first two years of life, these experiences 
are so predominant that the)’ are assodaied with two distinct 
phases of deselopment: the oral stage and the anal stage. 

The Oral Stage. Feeding iSt^unquestionably, the prime feature 
of daily life from the very first day of existence. The infant soon 
realizes that he 'vill be rewarded by smilb and kisses svhen he 
empties his bottle. As new items of food are added to his diet, 
he learns that his security is more solidly cemented svhen he 
pleases mother by eating the egg or cereal, or by drinking the 
orange juice. Her pleasure is gained in proportion to his co-opera¬ 
tion in catering to his own wxlfare via mouth and stomach. 
Consequently, there develops from this gastrointestinal association 
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with the mother a symbolic attachment to the entire digestive 
process which has come to signify a measure of security. 

If the sucking period is handled judiciously by the mother, the 
infant will go forward normally in his psychosexual develop¬ 
ment; that is, there will be no adverse personality traits in later 
life which can be traced to earlier mismanagement. A baby is 
quite a tyrant; almost from the time of birth he learns that 
his mouth is a prime weapon in commanding the world as he 
knows it Because howling and crydng bring him prompt gratifica¬ 
tion of his drives and desires, he has a sound reason for holding 
the oral cavity in highest esteem. Such a baby, if all his whims 
are satisfied by an overanxious mother, goes on in life, cDlTtmlring 
to pamper his mouth, eating svell, depending on oral satisfactidTT^ 
to allay frustration.'^e may turn up in later life as the ch^ijt 
smoker, the fiingemail biter, the chewing gum addict, etc. He is 
oltw seen in later life as the glib talker, the high^r essure sales- 
man, teadfier, actor, or executiie."” 

Now Jet us reverse the procedure. "What of the baby svhose 
mother religiously i gnore s his screams, adamant in^her determina¬ 
tion not to “spoil" him? His unconscious mind beliwes that 
mother does not love him, that bellowing for her a ttention is a 
futile gesuire. And* so, there may 6e gener ated in himTIie fegHng 


often the researcher or writer, the artist, the "man in the back- 
ground." IVhen such an individual turns his back on die world 
completely, he becomes the recluse, perhaps the schizophrenic. 

The biting period, initiated by the erup^n of tHth.T mmed i- 
ately follows the sucking period. The infant now finds an outlet 
for his “aggression" in-wKieh he can add to vocal expres^ion_of 
angeTor resentment. He can inflict pain; he can bite. If, however, 
this does not subjugate the’^rld about him (particularly, the 
mother), if, in fact, itXrings him punishment—pain for paiji—he 
quickly lear ns t l^t life holdsjnany^ bitter, frustrating situa^ty; 
he finds that one must "toe the mark.” This, of course, is a 
lesson which we must all learn and, by and large, we profit from 
it. But should the experience toq^seriously impair the infant’s 
confidence in his own strength he may become timid, completely 
lacking m aggressiveneSTHis inlerpersohal reTationThips will be 
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tenuou s; he will have difficulty mahiriR friend s. Such a penon will 
’be dqjrived of the heal thy and warm advant age of bei ng able to 
confide in others—parents, relathes, friends, w assodates- 

On the other hand, the biting baby whose sadistic attack is 
completely unchecked, even feared, leams not to waste his 
strength. He conser\-es it for the strategic moment when he wll 
ss’ant to conquer resistance to his whims totally and uncondi¬ 
tionally. As an adult, he is the individual with the caustic, 
sarcastic, denundator)- phrase. He gains leadership by cowing 
those about him and ru thlessly smashing.those in his way - 
The A^l Stage. GenerallyTw’hen the infant is able to sit erect 
sdthout assistance (at about the sixth month), he is launched on 
his career of acqui ring toilet habits and self-res train t. This nev.’ 
direction of the mother's inte rest place s grciter emphasis o n the 
gastrointestinal sjsiotT’F rom’ birth, the ba5y,’Tiaying_Jeamed 
that he is alile to '•create” s omethin g, has been happ £ sntlT his 
boss-el and bladder pro duction s, and has been "penniu^;i_io 
pursue this pleasurable acthity witjiout^anjjndfcatfon that hir 
mother does not sha re his a ttitude. Suddenly h e discov ers that 
such conduct d ispleas es her. Now he l eams for the fint jirae_to 
assodate pain, displ«5ure.and di^as teful ness with the int «tin ea 
and the~ rectu m. — ^ 

This dramatic brake on lus pres-iously uncqntrolIed_ bqvrpi 
behas'ior snll remain-a prime incident in his^unconsdous. Later 
on, the first threat to securit>_may set off a seq uence of events sye ll 
•knossm to ^ysidansr tremor, crying, sweating, rapid pulse, p^pi- 
tatiqn, a quis ering sensation in the pft of the abdomen , and even 
wetting and soiling, i iic «perience b not, however, entirely 
traumatic; it also lias benefidal effects. The infant nosv realizes 
that there areTInies tshemne demands of reality (i-e., soaery) 
require^fiim to iHink of nesiups n imsgit . He leams re- 

sponsibilit)- and self-reliance. ^ 

^ he baby*s~^motio nal rtt ponse depend s not so much on xehat 
the mother does bus hozr she does it Jf rbe m*-3Tds_ bim w’th 
smil^TvEehTHe places Hun on the foilct, encimraging him t o use 
this nesv me^od, Uie esperjcnce will be rdamely free oT un- 
pfeasant assodations. Ses-erftr and relentl ess'cUsdpiine ’inay . how¬ 
ever, leaWtheiTmarks on the mfant's unconsdo us, and may.be 
manifested later in life as undesirable personality- traiu . The 
grim, uncompromising mother, while she spay a ccomph'sh_h er 
immediaTe goal,' ^o' runs the risk of creating an^e mbittered 
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individual—one who will feel that he inhabits an unappreciativ e 
universe, peopled by e nemies out to “t ake everYth ing.’*^ He be - 
"coines the misa nthr ope, the hoarder, the withdrawn pe rson. The 
mother with a passion f or dodt like re ^arity , who places the 
baby on the toilet at precisely th e same tim e, d ay after day, m ay 
well be moldin^“Tuture precisionist who, as an adult, will be 
im'olemnr orOTor.'a stfcHer for p rompt ness, and painfully tidy 
and orderly. On the other hand, the mother who only changes 
the baby when “she g ets aroun d to it" could be rearing an indi¬ 
vidual who will he slovenly, careless, irresponsible, unreliable, 
lary, and procrastinating. Obviously a middle road must be 
found that combines both affection and firmness. 

THE UNCONSCIOUS 

To Sigmund Freud we are indebted for the concepts which 
explain the persistence and power of early experiences. Freud’s 
fundamental concept of the unc onscious has undergone m an> 
adjustm ents in interpretation and application, but it remains 
essentially » he expre^je^t. and it is basic to the understanding 
of what lies behind the mind , or psyche. According to Freud, 
this mdntal inecTiinism which accounts for all of the thoughts, 
feelings,' and behavior of human beings consists of three com- 
pohentsTthejd, t he"eg^ nthhcst ^ereg o. ' ' 

The is an s^nreli^ie fif psy chnspxiial energy, which 

Frei ' ,.• ■ ” ■ 



hardened exterior as a result of i ts exposure to the num erous 
restrictions which the outer world imposes upon the conscious 
life. This hardest PvtP^’jnr is thWgo. the mehtel self, the ‘‘bark’’ 
of the persWnality. As time passes, the ego becomes asvare of 
which drives and desires the id will be allowed to release in its end¬ 
less search for gratification. The ego learns this through the action 
of a third mental^oroponent, ^uperego or conscienc e, which 
begins to developwith the birth*ofjI>e individual. The superego 
evolves initially from the intimate .relationship between child 
and mother. It is not implied here that the superego is morally 
supSfior in any ^se to the ego and the id; it^ merely the 
guide- d dd-check diecha nism tha t reco gnizes the_r^tr icti_o _ns and 
dictate? of the outsi_de^w-orI3rThe superego enables us to make 
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distinctions between "right” and "wTong" according to the stand-f 
ards of the social and religious environment in which we live. 

DEFENSE MECHANISMS 

The "outer bark" or is the integrating force of the per« 
sonality , the catalytic agent Utat gnes each of u s individuality. 
Through the ego we learn to distin^ish betueerTself'^d noTseTf: 
each new experience develops in m those characteristics which 
make us unique, and we grow to hold this ego very dear. Any 
assault upon the integrity of the ego creates discomfort, if not 
intense feelings of guilt. To soften such blows, we have recoune 
to a number of devices called "mental mechanisms” or "dyna¬ 
misms,” constituting the large range of behavior performed by an 
individual’s mental equipment. Such behavior or functioning may 
be defensive, aggressive, or compensatory, either dominantly 
one of these or involving combinations of the three. In addition 
to the mechanism of repression, previously described (sec page 1), 
several other mechanisms are recognited in p$)chiatiy'. The 
moving force behind these roechanbms, as well as behind their 
thought content, is emotion (e, oin-^moveo, move) or ‘‘afFeo," 
which may attach itself to or invest almost any thought content. 
This investiture of an object or idea with feeling is technically 
known as cathexis. 

When a person is infected, the body reacts in a protective 
manner to combat the onslaughts of the invading germ. At once 
there is a battle between the organism and the individual. 
Similarly, in the face of mental injury or under stress, defensive 
or compensatory mechanisms are brought into play. A common 
example of this is the phenomenon of mutism in ps)chouc stu- 
pon, a categorical form of defense against the communication to 
others of any or all ideas of the patient. The symbolic reproduc¬ 
tion of repressed ideation or thinking is another example of a 
deiense medJDJiisra at work 

Types of Defense Mechanisms. The follovs'ing are the prindpal 
methods of defense emplojed by an individual in adjusting to 
reality. Most persons have used some or all of these mechanisms 
in adapting to various life situations. 

Identification . According to Freud, identlBcatlon “is the 
original form of emotional rie with an object” The infant at first 
is completely identified in hts emotional life with his mother 
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and also with the entire environment. His first months are largely 
occupied in differentiating himselE from the environment, in 
separating from himself all those that are "not I,” i.e., separating 
subject from object. The “I” normally becomes more and more 
clearly differentiated as the infant matures (but in disorders 
such as schirophrenia, the individual experiences regression to the 
early period of vague personal identity and the sense of close 
relationship with the environment). Persist ing as an unconscious 
mentd mechanism, Wentificatlon in The normal indmdaal~is- 
merely the'^Pa^ropriation of qualities belonging^tVanother* 
individual or ^jeciTm*trie"tran^erehce'^’th?se"qualitics-from*- 
one person to~another. How often do we "identify" ourselves 
with the hero of a booh we are reading? Notice how children 
assume the mannerisms of relatives and teachers. ^Vhen any 
characteristic or belief gained by identification remains with us 
permanently, we add it to what Freud termed ou r "ego idea] /' i.e., 
the idealized person we would think ourselves (ol>e. 

Introjection . Introjection is the menta l-a bsorp t ion of environ* 
menm\“q u ^uies by an individ ual. An example is the fastidious 
fiousewirwKoYci^s'uneasy at iHe slightest disarrangement of her 
home, such as a picture hanging crookedly on the wall. Through 
the mechanism of introjection (he individual appears to draw 
the outer world within the circle of his interests and so reacts 
disproportionately or inappropriately to the details of his en¬ 
vironment. Introjection may also serve to turn toward oneself 
emotions such as anger or hostility which were originally directed 
toward another. 

^ r ’ ' ' ’ * ’* ’ng to another 

. what appearT 
vbjective. The 

individual's use of a projective mechanism implies that what he 
attributes to another he regards as undesirable: consequently he 
may blame someone for his own mistakes. Once the individual 
has externalized the undesirable trait, he firmly believes that it 
originally emanated from withouL Thus, a certain type of para¬ 
noid patient, beset with unconscious homosexual impulses, pro¬ 
jects these urges upon some man or men in the environment 
and then struggles against the urges as though they arose from 
outside sources. Projection is an unconscious process and is purely 
defensive in nature. 

Introjection and projection are exactly opposite. Such pairing 
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ofl is characteristic of many emotional or affective expressions; 
they tend to occur in two seu of s)inptoms that are dia¬ 
metrically opposed. Like a pendulum, the affect seems to swing 
in one direction and then in the opposite. Affective 5 )-mptoms, 
therefore, tend to occur in pairs, such as projeaion and intro- 
jection, love and hate, masochism and sadism, etc Tliis capacity 
for opposite types of expression is known as ambh'/t lenr/. 

PiSFLAcx Mgrr. Displacement invoU*es the attacliment of inap¬ 
propriate emotions to various objects or ideas. The student who 
blames his teacher for hts own inability to learn and die tennis 
plajer who blames his racket for his court deficiencies arc 
examples in which affect (emotion) has been displaced from a 
proper to an improper place, usually environmental. This mech¬ 
anism, seen in both normal and menially disordered individuals, 
is an escape by which one's mind avoids, or defends itself against, 
personal shortcomings. 

SuBsrrnmQv . Displacement occurs when the emotion upon 
which attention is focused is shifted from object to object The 
mechanism of substicutron begins to function and mores the 
point of view to objects to which the emotion is attached, as they 
are successively substituted for one another. Displacement and 
substitution are, therefore, merely two aspects of the same dy¬ 
namism, and the objects or objectives whicli become successively 
invested wih emotion, because the quality of the affect is the 
same, may symbolite each other. 

SUBLiMATTon;. By means of the mental mechanism of sublima¬ 
tion, repressed se?roal .impulse s are_ d eprived of t heir specific 
e rotic rontent and .^'^ri an d are deflected jo H*ard new go als, non- 
sexual in nature and sociall y acceptabl e. Many una^piable“ 
sexual desires may be sublimated as creaiive effort in music art, 
and literature. The man with a stiong unconscious homosexual 
urge that is thw’aned by a rigid superego can sublimate the 
perverted drive—effect a compromise between the unconscious and 
reality—by giving himself constantly to males in a nonsexual 
manner (as in the case of the schoolmaster, Mr. Chips). Among 
the many activiues that may be expressions of sublimation are: 
social welfare work, nursing, teaching, etc 

TRA.xs pRX.NCE. In the psychotherapeutic setting, progress is 
impossible unless the pau'ent has implicit faith in the psychiatrist. 
This implies a f ree-flowing emotional exdiang e, knowm as tram- 
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ference. In this uninhibited manner the patient can transfer 
emotions to the therapist, svho may stand for a parent, or a lover, 
or an enemy, depending on the episode in the patient’s life 
under discussion at the time. 

Conversion . Conversion is the process by wh ich- a .painful 
emotional conflict is converted i nto s ocially acce ptabj_e ,^physical 
spnpTmhs by means of whi(£_thejndividual is^abl^to_maintaia 
&s*r3pporMvithreality and yet satisfy the unconscious demand 
lor release'of emotional tension caus ed by inn er conflict. Thus, 
tKie mother who is remorseful for slapping her child may later 
develop complete numbness of the hand. Conversion hysteria—a 
Freudian term denoting a condition partially akin to the modern 
concept of psychosomatic illness—implies unconscious f eelings of 
guilt an d the_need f or_piuushmeni- This is a purely masochistic 
mechanism, in whiA realistic, consciously painful, outer gratifica¬ 
tion relieves the unconscious, but equally painful, emotional 
struggle. 


frequently belies'e that they perform certain acts for reasons other 
than those which-really motivate them. Man’s innate tendency, 
undoubtedly an expression of his narcissism, is to think and do 
as he wishes, and then discover an acceptable reason for so doing 
and thinking. Rationalization may be a deliberate or an uncon¬ 
scious procedure in any given individual. The physician con¬ 
stantly keeps this in mind in his contact with patients, since 
probably no one is free from the distortions produced by this 
mechanism; indeed, the doctor often must be careful that he is 
not guilty of distortions resulting from his own rationalization. 

Unconscious Nature of the ftf^anisms. The reader must not 
assume that in defense metJianisms we are including the “alibis” 

and the other dynamisms operate beneath the surface of aware¬ 
ness. The individual himself is fiimly convinced that “he never 
wanted that job anyhow because the responsibility was too great” 
or that he is “glad he came in second in the race because all that 
publicity for the winner would bother him.” The man who has 
experienced difficulty in forming effective interpersonal relation- 
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ships and •who becomes absorbed in stamp collecting belie\-es 
that he has taken this step because it is much more satisfying 
than to move freely and easily among his fellows. And so it is 
with projection, identification, and the other defensive mental 
reactions. 

It should be borne in mind that the previously defined mechan¬ 
isms are not examples of “abnonnal" thinking or aaing. The 
employment of one or another of these is perfectly normal. 
Indeed, it can often lead to truly constructive gains for the 
individual; much of the great work of the world has been under¬ 
taken and accomplished by people who found a need to com¬ 
pensate for some frustration through the process of sublimation. 

MASOCHISM AND SADISM 

Just as there are positive and negative electrodes, so in the 
human ps)che there are two opposite forces. These contrars', 
but complementary drives, both erotic in nature, are masochism 
and sadism. In our masochistic moments t^e are tender, seif- 
sacrificing, unwilling to inflict pain or hardship; under the influ¬ 
ence of the sadistic component of our ps)che 'u'e are dominant, 
tyTannicaJ, eager to inflict pain. The two components are some¬ 
what oversimplified in the dichotomous terms loN'e and hate. 
Actually, a very fine balance between the two indicates emotional 
maturity; paradoxical as it may strike some readers, the com¬ 
pletely masochistic, “Jo\ing” person is not normal, and would be 
•well-nigh unbearable as a spouse or an assodate. Extremes of cither 
type abound in history: Joan of Arc, who met death as a reward 
for love of country (the masochist), and Caesar, who pursued a 
relentless campaign to master the sswld (the sadist). In the field 
of mental disorders, one can recognize the sadist in the paranoid 
individual who is supremely conceited and smug, free wjih 
ddous insult and sneering remark; the masochist is often seen in 
the woman svho, in the menopause, is depressed, agitated, and 
seIf<ondemnatory. 


INDIVIDUALITY 

■\Ve have seen that the prindpal componenu of the mind (the 
id, ego, superego, defense mechanisms, and instinctive drives) are 
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common to all human beings. In fact, the members of any species 
has’e many traits in common, traits which either persist through¬ 
out the life of the individual or may be manifested only at given 
periods, and which make up the pattern that is referred to as 
“the norm.” Diversions from this pattern or a portion of it are 
regarded as “abnormalities.” While this concept provides a neat 
definition, when it is applied too literally it can lead to unsup- 
portable generalities. For even among the common characteristics 
there are differences. "Lile peas in a pod” at first sounds entirely 
logical, but not if the peas are examined closely. When one turns 
to human characteristics, be they physical, intellectual, or emo¬ 
tional, what is most striking is not the similarity of people, but 
the infinite variety of individual differences. 

Consider the field of medicine. Through arduous effort and 
painstaking study, symptomatic pictures have been delineated for 
a host of clinical entities. But whereas nine hundred and ninety- 
nine cases of pneumonia will be readily recognized by the typical 
rise in temperature, cough, expectoration, and chest pain, the 
one thousandth case may show none of these signs. Furthermore, 
the degree of temperature will vary widely among the individuals, 
as will the violence of the cough and the intensity of the chest 
pain. Although this fay no means invalidates medical knowledge 
of pneumonia, it muse give us pause should we place too much 
reliance on “types.” As the main highway of medicine narrosvs to 
the side roads of the specialties, the exceptions to the rule become 
more frequent, and nowhere is this more applicable than in the 
realm of psychiatry. The further one probes into the human 
mind, the more one is convinced that no two psychic mechanisms 
are the same; therefore, no two personalities are identical. 

Personality and Character. Because these tvords infringe upon 
each other, and both appear in the language of psychiatry, it is 
desirable to delimit their meanings. Personality can be defined 
as the sum total of behavioral characteristics by which one is 
recognized as an individual. From the psychiatric point of view, 
although the end meaning is the same, a dynamic mechanism is 
implied. Aside from referring to the outward picture that the 
individual presents as a compromise with his environment, per- 
so'nality is also thought of as the complex of inner forces that 
enables a human being to adjust his instinctual drives to the 
demands of the external environment. Indeed, it may help us to 
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As researchers uncover more and more causes of menial and 
emotionaj disturbances, it becomes increasinglj- difficult to define 
mental "disorder" or "disease." There are no neatly labeled 
packages of psychiatric conditions: even the diagnostic categori« 
now generally accepted cannot be said to be "the fast word." 
Any such afiliction, ranging from a mild, fleeting sensation of 
uneasiness, through a depression, to a frank psychosis with all 
the "trimmings"—hallucinations, delusions, and aberrant b^ 
havior—is a variable clinical affair. 

Centuries ago. someone who behaved strangely or talked in* 
coherently was thought to be "p>o$sessed of evil spirits." Today 
it is accepted that disordered thought and action are overt ex¬ 
pressions of mental illness. The ne^ for prompt diagnosis and 
treatment is rccognired and psychiatry has emerged from its 
early position as the esoteric branch of medicine. \Vc should not, 
however, be deceived; there yet remains a hesitancy to go "all 
out" in this evolution. ^Ve still hear that "psychiatrists think 
everybody is crazy," although it would be equally logical to say 
that "physicians think everybody is sick." 

The most stable individual may suddenly show signs of emo¬ 
tional upset or personality disorder in response to unusual and 
stressful circumstances, and this response may be either mild or 
severe. The college student about to face an examination may 
"freeze” unexpectedly in a state of panic. In a similar fashion, 
the patient en route to the operating room for a mere tonsil¬ 
lectomy, becomes apprehensive, frightened, and tremulous be¬ 
cause of an unconscious fear of death. In the present clinical 
sense, these arc manifestations of mental, emotional, or nervous 
disorders; but the manifestations alone are not necessarily evi¬ 
dence of mental illness. It is the d^ce of their intensify, their 
U 
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persistence, and the total picture of the individual's adjustment 
to his life problems that tell the story. 

As an analogy, let us consider (he resptratoiy system which is 
subject to many gradations of disorders. One may have the 
“sniffles,” a severe cold, an attack of influenza, or suffer the ravages 
of pneumonia or tuberculosis. Degrees of severity are observed 
in disturbances of any organ system. Is it unreasonable to assume 
that this principle also applies to illnesses of the mind? But 
observe how differently people react to so-called physical affliction 
on the one hand and mental on the other. The sufferer from a 
respiratory disorder, the cardiac patient, the person who has 
undergone heroic surgery for a recalcitrant gallbladder—these 
people do not lose prestige among their fellows. Indeed, the first, 
with his accounts of the rise and fall of fever, the second, with 
vivid complaints of palpitations, and the third, with dramatic 
recitations of preoperatite and postoperative events, are often 
regarded as "life of the party” types. What is the counterpart 
of this situation in the other, the "forbidden,” field? Let it be 
known that the somewhat anxious or depressed person has con¬ 
sulted a psychiatrist and his arrival at any gathering is marked 
by raised eyebrow’s, a momentary lull in the conversation, curios¬ 
ity, and the tacit query, “Does it run in his family?" No, we have 
not completely emerged from the chrysalis of primitive thinking 
that has retarded the advancement of ps)chiatry for centuries. 
Even with contemporary enlightenment, there are many who 
regard mental disorder as a single isolated clinical entity, totally 
unrelated to all the other afflictions of mankind. 

One of the major obstacles to a better understanding of mental 
disorders is the lack of agreement on a single standard for “ab¬ 
normal” and “normal.” The “bizarre," the “peculiar,” the "lu¬ 
dicrous,” the “sensational"—these present no problem. It is in 
the much more common fields of human behavior that agreement 
is found wanting. Even psychologists struggle with this problem. 
Test after test has been created, but accurate estimation of 
personality has yet to be realistically achieved. A person may be 
described as “charming” or "unappealing,” or as “having a chip 
on his shoulder,” but no personality can be indicated in terms 
of percentages, pounds, or plus and minus signs. Unlike an exact 
blood test, no personality exaimnation can be precise because 
there is no such thing as a “nonnal” personality to serve as a 
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standard of comparison: personality must be measured qualita¬ 
tively rather than quantitatively. FunJiermore, there is die pos¬ 
sibility that die subject of a test may “unconsdously” lie in his 
responses to the examination questions, thereby giving a distorted 
or unreal picture of his personality. 

In some degree, soolled normalcy depends on contemporary 
social dictates, mores of the community, and racial and national 
cultures. The Irish-American girl who puffed a clay pipe as her 
great-grandmother might have done, would be an oddity in mod¬ 
em society, but her oim filter-tipped cigarettes svould have 
shocked her ancestors. If the usually phlegmatic Anglo-Saxon 
suddenly started speaking explosively, using forceful gesticula¬ 
tions characteristic of the Latin, he svould probably be regarded 
as behaving abnormally. Cultural identification is an important 
factor in one person's judgment of another’s normalcy. Even in 
the physical fields, the concept of normality is only an arbitrary 
one. founded almost svholly on statistia. ^Vhat, Indeed, is a 
"normal'' height? Certainly it cannot be the mathematical av¬ 
erage, for if this is true, great hordes of people are "abnonnally’’ 
tall or shore Normalcy, then, must include a broad area on both 
sides of the average. The reader is therefore imited to apply 
this conapt to problems of human behavior and thinking. As 
this becomes more and more acceptable to him, be svill be better 
able to undentand that mental illness. like the physical disorders 
previously mentioned, can be just a bit away from comparatively 
good health, then farther away and more incapacitating, and, 
finally, completely destructiie to the individual's way of life. 

While it has not been possible to set up a graduated scale that 
delineates such increasingly serious lesels of mental illness, an 
attempt has been made to separate illnesses of the mind into 
larger categories as recognized by the American Psychiatric -As¬ 
sociation. "These, with parenthetical indications as to where each 
is discussed in this book, areas follows; 

1. Transient situational personality disorders (Chapter 4, 
“Evetyday Tensions and Anxieties"). 

2. Psychophysical autonomic and visceral disorders (Chapter 5, 
‘■Ps)chosoraatic Illness”). 

3. PsyckoneuTotic disorders (Chapter 6, "The Deeper Tensions 
and Anxieties-Psychoncurosis”). 



4. Psychotic disorders (Chapto’ 7, “Flight into Another World 
—Psychosis”). 

5. Personality disorders (Chapter 9, ‘‘Sociopathologic [Asocial] 
Behavior” and Chapter 10, “Addiction”), 

6. Mental deficiency (Chapter 11, "Mental Retardation”). 

7. Chronic train disorders (Chapter 12, “Epilepsy,” Chapter 13, 
“The Formative Years,” Chapter 14, "The Years of Change,” and 
Chapter 15, “The Later Years”). 

8. Acute brain disorders. These include neurological conditions 
such as meningitis, encephalitis, brain tumor, brain injury, et al. 
It is quite possible for a chronic brain disorder to be complicated 
by an acute brain disorder. For example, the patient who has 
been suffering with chronic hardening of the brain’s arteries 
may suddenly be stricken with a severe cerebral hemorrhage with 
signs and symptoms of a paralytic stroke. For practical purposes, 
the reader should recognize that acute brain disorders, with and 
without psychic manifestations, are usually so precipitant and 
obviously.indicative of immctliate medical assistance, that he 
would automatically seek help for someone who is stricken. Cer* 
tainly, the last thing the reader would do in such a circumstance, 
would be thumb through a book to find out whether tlte patient 
is "really ill.” 'The drama of the attack is self-evident and calls 
for prompt action. 
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j." Roots of Mental Illness 


“D octor, why am I so nervous?" “Why can't I sleep?" ''What 
mak es mother so depresse d and agiiate5P''^7rTrm77a"uIt that I 
have a mentally retarded child?" These and many similar ques¬ 
tions are constantly being put to phvsicians by persons contained 
over their otm emotional and mental problems or those of their 
relatives and friends. Thetrs « a healthy curiosity, for it is es¬ 
sential to an e ffective mental hygiene program (the “public 
healt h" aspect of ps vchiatrvl that t he causes of mental iiiness be 
u nders tood. Thus, earl y unfavorable signs may be noted and 
prev entive measures tak en or tre atment administere d promptly. 

The psvchiairist. every bit as much as the lavinan, vsould 
welcome with open arms a quick, easy, uncomplicated answer 
to the question. ‘'\NTiat causes mental illness?'’ Unfortunately, 
t wo kinds of roots spread beneath t he surface in a mental dis- 
turbance: they are u nderiying causes an d precipitating /gcto rs. 
THTdistinction between them is seen in the following example. 
Confronted by complaints about her son's petulant mood and 
disruptive behavior, a mother may declare, "Small wonder my 
boy is a nervous WTCckl Not only is he burdened with a rigorous 
school program and hours of home study assignments, but vs’e 
are pressed for money and he has to work nights to earn a few 
dollars " But is the explanation that simple? Clinical examination 
of the son. supported by detailed history-taking, reveals a lad 
who has always been shy, diffident, asocial, seldom if ever smiling 
or laughing, R-ich / cr - iriends, aztd give/? to hurling hirmsU in 
books. Psychological testing points to incipient schizophrenia. 

It is not, then, the hard work that has made a "nen-ous WTeck" of 
him; actually, a budding psychosis has begun to be reflectetl in 
his behavior and attitudes. Hard work, which has shown that he 
"can’t uke it,” was only the last straw, the precipUatingJactOT 
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in a lo ng line of shock s, c hallenges, an d irritants whic h in another 
individual might serve to develop patterns of reaction leading 
to g ood psychological and so ^Fadju^roent. Th^ause of this 
youngster's ma)adaption must lie deef^r—svithin his personality 
structure or tvithin the biological (physicochemical) complex that 
provides the machinery for his reaction to the svorld about him. 

Both underlying causes and precipitating factors can be either 
exogenous_or e ndogenous . Exam ples of exogenou s factors (arising 
from outside the indiv idual!, are everyday threats and frustra - 
tions, eco nomic stres s, cult ural clashes, and soci al restric tions. 
EjSmpJes of e ndogenous factors (arising f rom withirTthe inHi - 
vidual) are metabo lic disturban ces, infectious di sease s, and 
circulatory changes. While endogenous factors are receiving in- 
creasing attention in research efforts, the strong interplay of the 
exogenous and the endogenous is not to be ignored. 

CHE MISTRY AN D MENTAL ILLNESS 

In research laboratories, normal human beings have been made 
temporarily but profoundly mentally ill by the administration of 
a substance (as yet unnamed) prepared from the blood of schizo¬ 
phrenic patients. There is a strong suggestion from this that 
schizop hrenia, which fills half the beds i n mental instituti ons, is 
a heredita^_pr consiimtional. rather'ihan a psychological, disease. 
Su^ experimental findings also seem to point the way to the 
development of chemicals that will block the secretion of this 
peculiar substance and thereby effect a return to mental stability. 
The stage may thus be set for the creation of a sort of "Wasser- 
mann” test for schizophrenia in which the blood of persons sus¬ 
pected of being sdiizophrenic would be examined to determine 
whether the offending substance is present. It has been theorized 
that this substance may be a protein, one of the large molecules 
rontajuing 40,000 or more atoms which facilitate all the chemical 
functions of living organisms. Apparently, this protein is not 
found in normal human beings. 

In their pursuit of these findings, biochemists have been work¬ 
ing on the premise that some substance or substances within the 
organisms breaks down the communications of the central ners'ous 
system. It is known that the "signals" of this nervous system, in 
the course of being transmitted at neural junctions (synapses) 
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are fadlitated by acetylcholine and inhibited by adrenalin (epi¬ 
nephrine). Ckimpounds that produce hallucinatory states (halluci¬ 
nogens) are chemically related to adrenalin. They include sjin- 
pathomimetic amines such as amphetamine, herbs used by primi¬ 
tive tribes (such as bufotenin and mescaline), and the most 
powerful synaptic ininbiior, serotonin. It has been demonstrated 
that LSD (l>sergic acid diethylamide) produces a "psjchosis-in- 
miniature" by increasing the production of serotonin in the body. 
Many of these inhibiting compounds share a similar nucleus 
(indole), one form of svhich (5-h)droxytryptaminc) is found in 
normal body comtiiuenis such as serotonin and enteramine. 

From the foregoing, it becomes iheoreu'cally conceivable that 
a brealdowTi in the metabolism of adrenalin or one of its related 
constituents could bring about excess production of the sub¬ 
stances svhich inhibit transmission of impulses in the ners'es, and 
that a different kind of metabolic disruption might produce 
excesshe acetylcholine, leading to oscrproduction of impulses to 
the brain. 

Ataractics (tranquiluing agents) were bom out of tliis research. 
The sjTiapUc inhibitor)* effects of a halludnogen (e.g., mesaline) 
can be overcome by tranqutlizen such as reserpine and chlorpro- 
marine. It is also possible for these substances to block the action 
of serotonin and adrenalin on the nerves. 

PHYSIOLOGY, THE EMOTIONS, AND THE MIND 

The ductless glands (suprarenals, pituitary, thjToid, gonads, 
pancreas, parath)Toids. and pineal), through the action of their 
secretions (hormones), are involved with the emotions and the 
psyche (mind). This is, in fact, the ph>'siologic link that strength¬ 
ens the concept of psychosomatic (mind-body) illness. Popular ex¬ 
pressions, sudi as "I feel nervous” and "It must be his nerves," air 
not altogether unscientific -when one comiders the interplay of 
the nervous system and the other systems and or^ns of the body. 
From the psychological point of view, the autonomic nervous 
system enables us to "stay alive." It permits the body to punue 
its everyday, “involuntary” existence, to react to impulses received 
from the sensory organs, and to innervate organs for "basic” 
living (heart, lungs, digestive tract, organs of elimination, etc.); 
this is the "animal living automatically” without the necessity of 
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thinking. In contrast, the sympathetic ner\’ouj system implies 
exactly ivhat is meant by the ^vord “sjTnpathy"—feeling and think¬ 
ing. It innervates ductless glands and voluntary muscles, and is 
involved in emotional control. 

Oddly enough, in contemporary research the physiologic ap¬ 
proach is returning to the views advanced many years ago by 
neurologists who described clinical conditions, the causative fac¬ 
tors of which were associated with malfunction of the nervous 
system. These views are seen today in the increased importance of 
the holistic concept in medical practice (see Chapter 5, "Psycho¬ 
somatic Illness"). 

Vagotonia. The tenth cranial nerve is a component of the 
parasympathetic nervous system. This nerve (the vagus or pneu- 
mogastTic) is very extensive, sending branches throughout the 
body: within the skull, to the eyes, lungs, heart, and gastrointesti¬ 
nal and renal systems (to mention only the major areas). When 
the vagus predominates over the sympathetic nervous system or 
is stimulated (by a drug such as pilocarpine), signs and symptoms 
are produced which may be identified as vagotonia. These include 
constricted pupils and a cool, dry skin which, due to a slug¬ 
gish cardio-respiratdry activity, may become cyanotic (blue). 
With bodily processes generally slowed, pulse rate and blood 
pressure are pathologically diminished. The decreased respiratory 
rate implies faulty oxygenation of the lungs, particularly in the 
remote portions (the apices), and this renders the vagotonic 
individual prone to pulmonic diseases, notably tuberculosis. 
Excessive vagus influence in the stomach and intestines results in 
alternating diarrhea and constipation and in other gastrointesti¬ 
nal afRictions. Psychologically, such a person lacks nerv’ous "drive," 
is indifferent, dull, retiring^ and asocial. He is the tall, lanky 
individual, whose perpendicular growth is disproportionately 
greater than his lateral development. This is known as the 
asthenic habitus (or body type), the physical prototype of the 
schizophrenic. 

Sympatlietonia. Now let us turn to the sympathetic neivous 
system, which is so intimately involved with the ductless glands 
and emotions. Stimulation of this.system by shock, drugs, etc, 
causes an outpouring of impulses to voluntary muscles and duct¬ 
less glands. Among these, the supiarenals (“on top of the kidney") 
are of prime interest, because adrenalin (their hormone) causes 
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dilatation of the pupils, perspiration, flushing, increased heart 
and lung action, tremulousness, and loss of control of sphincters 
(ring-like arrangements of muscles that control the intestines, 
bladder, and rectum). Th us frigh t, excitemen t, a nger—indeed , 
an y and all human emotional responses to unus u al life situation s 
—ca n bring about sy mpathetonia . The term for this bc^y type is 
pyknic. Such a ver son’s girth is dis pro portionately greater tita n 
his le ngth . He i s Ute rotun d or pleasingly plump penon recog¬ 
nized through his ru ddy complexi on, pi cturesque speech , dra¬ 
m atic gesture s, im pulsiveness, and ten dency to swift de cisions. 
He plunges into life wholeheartedly, sympatheticnlly, "hotly.” 
In eseryday life the pyVnic is apt to be the choleric supers-isor, 
the wildly saeaming spectator at the ball game, the raconteur, 
the "life of the party,” the organirer, the high-pressure salesman, 
the “eager beaver,” the exhibitionist. Sympathetonia is commonly 
associated with high blood pressure, "stroke,” heart disease, and 
coronary thrombosis. 

The Total Ticture of the Nervous S)-stcm. At this point the 
reader will begin to appreciate what is meant by the "holistic” 
approach: the study of man. not as several parts, but as a part of 
a world to which he tries to adjust, with its climate, geography, 
cultures, racial differences, etc In adapting to this environment, 
he uses his body (with Its organ systems), mind, emotions, and 
glands, and a cenain heritage that has come down through count¬ 
less ages (phylogeneiicaU)) with instincts and drives—all inter¬ 
woven to make living possible. In thk book the reader will find 
many references to drugs, emotions, environmental influences, 
illnesses, et al., which directly affect man so that he reacts in 
one direction or anotlver through and wth his nervous system. 

It is obvious that stimulation of the sympathetic nen'ous system 
results in effects that can be produced by depression of the 
parasympathetic nervous sy-stem. For example, dilatation of the 
pupils results from homatropine drops (a belladonna derivative) 
in the eyes; cocaine has the same effect- The two nerve system 
components are better understood when we realize that the 
sympathetic (vegetative) nervous system, phylc^cnetically the 
older of the two, is primarily concerned with instinctive and 
aSective (emotional) life, while the parasympathetic system is in¬ 
volved with nutrition and race preservation and is the means by 
which we "move" in life and are able to cope with environment. 
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Various Physicochemical Causes of Mental Illness. Malfunc¬ 
tioni ng glands c an resul t in medical condit ions w hich combin e 
physical, e motiona l, and psychic features. For example, the 'in- 
adequate thyroid~produces such clinical signs as dry, scaly skin; 
spa rse, lusteriess hai r; brittle nails; and l ow^lcwd pressu rerThe 


taneous effects in pellagra , the “starvation disease." which is 
characterized by intestinal symptoms, skin disorders, and delirium, 
and may terminate fatally. Addis on’s dise ase, in which the su- 
prarenals fail to function sufficiently, is characterized by anemia, 
weakness, fatigue, low blood pressure, slow pulse, and bronzing of 
the skin. With the suprarenals unable to respond to sympathetic 
stimulation, a vagotonia-like condition results {see p. 21). 

Other physicochemical causes of mental disease are; ha rdening 
of the arteries, old age , syphil is of the central nerv ous system, 
various neurolo gical condit ions (brain tumor, St. Vitus ’ dance or 
Sydenham’s chorea, and encephalitis lethargica or so-called “s^p- 
ing sickness"), Poisons such as l ead, al cohol , and ars enic create 
clinical states accompanied by psychiatric manifestations. Organic 
causes also include he ad injury , heart a nd kidney dise ases, 
menopausal changes, endocrine abnor maJhies, vitamin deficien- 
ctes, an~d extiaustive states. 

The Comprehensive Viewpoint. The clinical inseparability of 
the chemical, physical, emotional, and psychic aspects of an 
individual is therefore obvious. The acceptance of this premise, 
along with an understanding of the associations among the 
nen’ous system, glands, muscles, and emotions, prepares us to 
comprehend what is implied by psychosomatic illness (discussed 
in Chapter 5), which the American Psychiatric Association 
categorizes as “psychophysiologic autonomic visceral reactions.” 

SYMPTOMATICS VERSUS DYNAMICS 

Like the alchemists' search for the "philosopher’s stone” which 
would turn base metals to gold, the pursuit of a panacea for 
the “cure” of mental illness arouses strong hope in the minds 
of men, A word of warning must therefore be issued to the 
reader to place the earlier discussion of chemical backgrounds 
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in its proper penpectise: such research is still in its infancy. Nor 
is this the svhole stor)% Let us assume that sdcnce does discover 
that ilie lack ot x substance in the body causes a psychosis, or 
that mental disorder arises from the presence of y, a poison. Tliis’ 
chemicophysical “find” cannot explain why a particular indi¬ 
vidual svill manifest his disorder as a mantc-depresshe. Nor can 
it explain why one schizophrenic is a paranoid, another catatonic 
and another hebephrenic. 'Why? Because no two psyches are 
the same. The constituents of a red blood cell are standard 
in humans, the mechanism of oxygenation is a uniform physio¬ 
logic process, hut what is actually “nonnal," "subnormal," or 
"abnormal" in any one psyche is an ephemeral guess. Blood cells 
and respiratory functions can be neatly categorized; at the current 
stage of es’oluiion in psychiatry, diagnostic classifications are 
more useful statistically than clinically. 

The promising note sounded in the discussion of chemistry 
and physiology and their prominent place in the psychothera¬ 
peutic picture might lead the reader to beliese that (1) decreasing 
credence is to be given to the dynamic interpretation of mental 
disorders and (2) the future of psychological treatment is doomed. 
Neither conclusion could be furdier from the truth. The normal 
functioning of mind and body has been regarded for years, even 
centimes, in the light of psychological functioning. The dynamic 
approach, be it Freud's, Horncy’s, Jung’s, or that of some other 
acceptable school, will continue to be used in the attempt to 
explain why and how ue think while we are living physiologi¬ 
cally, chemically, environmentally, spiritually, and culturally. 
Chemistry may analyze the bodily ichors to the nth degree; physi¬ 
ology may delineate metabolism and glandular secretion. But 
how the psyche works and responds to these will always be under¬ 
stood and interpreted in the dynamics of psyxhology. Psychiatrists 
generally agree that when a penon is sick, no matter what h 
going on in his blood vessels, nervous system, or bodily organs, 
he is beset with unconscious fears of death, and the most potent 
antibiotic is not going to drive these fears from his id. 

7 ~har a symptomatic panacea may some day bless psychiatry 
is very possible and esen quite probable, but will it succeed in 
removing the patient's reaction to emotional conflicts? 'INTll 
it help him to solve his life problems? A pa tient may seek medi cal 
aid for persistent headache- A jdiysidan can prescribe analgesic 
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medica tion which nuIliBes pain as long as the pat ient continu es 
to tahe^ he medicin e. Hdtvever, n ot until the cause o£ the head ¬ 
ache—faulty vision, sinus infectio n, and so f orth—is discov ered 
and removed, will the headach e cease and the patient be able to 
abandon the medic ation. This same of situation has p re- 
vailed in psychiatry for so me time; a depressed patient will have 
his melancholia relieved by electric shock therapy; the administra¬ 
tion of ataractics (tranquiliieis) will make a difficult patient man¬ 
ageable; but these methods actually only alleviate symptoms. 
Psychotherapy now takes over, and probes for the underlying 
causes. If this latter step is unqualifiedly successful, a clinically 
complete “cure” can be claimed. But if the psychotherapeutic 
step is not taken, there is every likelihood that the depression or 
another emotional or psychic disturbance will recur. 



4: Everyday Tensions and Anxieties 


"Transiejii situational penonaliiy disorders,” the first category 
listed in Chapter 2, represents the starting point in the ascending 
scale of severity in mental disorders. In this group one finds th e 
tem porarily disturb ing reactions wh ich most of us have exper i¬ 
enced in o ur cs'erydav brus hes with various life proble ms. The 
junior execuiuVWi’ho has mUsed an elevation to a vice-presidenq' 
may feel the sting of disappointment, mope about at home nurs¬ 
ing the wound to his ego for a while, and then bend his efforts to 
meet the challenge of qualifying for the next opening. The young 
girl svho is jilted may weep unconsolably for a week, then 
reconstitute hcnelf for a new amorous adventure. 

It can be said that these are merely “run-of-the-miir' examples 
of average behavior, hardly eligible for ^jchlalric consideration, 

psscfio therapgutic co'unig t. which may be all tliat is neede d, 
should be sought. Should t he reaction pers ist or threaten to be - 
come more sesere, considerati on must be given to the possibili ty 
that a more prof^nd emotional disorder or a ses'cre menta l 
reaction is present, In which case the ne^f or regular and 
intensive therapy^dll be indicated. 

TransienTTttuaiional personality disorders proride excellent 
examples of the challenge in distinguishing between "nonna]'* 
and "abnormal.” The civil servant who fails a competitive exami¬ 
nation and is “down in the dumps" for a week or two may 
present no real psychological difficulty. But what if he fails 
to snap out of it? In other words, how brief or how tong Is 
“transient"? At what point do we conclude that hb response is 
too intense or too protracted, his adjustment deteriorated-ihat 
26 
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is, when is it "abnormal”? The best available yardstick is a 
comparison of the individual’s post-situational personality with 
that which existed prior to the troublesome event. 

Anxiety and tension a re probably the commonest sources of 
disturbed mental equanimity. The broker who watches frantically 
as the ticker tape unfolds the story of his financial disaster is 
anxious and tense. So is the mother of the young soldier crouched 
in some far-off foxhole, as is the son himself, who faces the very 
real danger of enemy firepower. Anxiety, which gives rise to 
tension, is an essential of life, almost as necessary as hunger and 
thirst. Without the capacity for anxiety the individual would 
lack the ability to recognize and react defensively to the various 
incidents and people that threaten him in many ways throughout 
life. Anxiety (a conscious expression of unconscious fear) and 
tension (a mobilizer of the individual’s mental and physical forces 
for defense against real or imagined threats) are basic, indispens¬ 
able self-protective reactions. 

According to Dr. George S. Stevenson, consultant to the Na¬ 
tional Association of Mental Health, everyone experiences tension 
in appropriate circumstances, and this tension is greater at some 
times than at others. While an occasional bout of anxiety and ten¬ 
sion may be unpleasant, it is quite normal and need not be cause 
for concern. Indeed, it may be beneficial. When Edison was 
trying to create the electric light he failed in one experiment 
after another. He could, with each failure, have become dejected, 
disgusted, and imbued with a sense of futility to the point of 
abandoning his project. However, anxious to consummate his 
dream and spuned on by tense preoccupation with his work, 
he made successive attempts, missing meaJs, sleeping no more 
than three hours a night, until he created the first electric bulb. 

It is everyday anxiety and tension, then, that drive so many of 
us to strive for accomplishment, to reach for perfection, to 
better that which is already good. They are the emotional moti¬ 
vating forces behind persistence and determination. Anxiety and 
tension are periodic expressions of the emotions of the performer 
about to step out on the stage, of the applicant approaching an 
interview for employment, of the indivitlual on his way to the 
“daily double” window at the race track, and of the physician at 
the bedside of a coronary victim hovering between life and death. 

When do these situations just described, giving rise to anxiety 
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and tension, become "abnonnar'? The time to be watchful is 
^vhen eraoliona! upsets, which accompany excessive tension, begin 
to occur frequently; when they shake the indiWdual severely; 
and. above all. when they fail to wear off after a reasonable 
amount of time (after the prcdpiuting factors have subsided 
or disappeared). Dr. Sles'cnson has prepared a list of quesuons for 
the individual to ask himself when anxiety and tension make 
ihemsehes felt The questions follosv, with expbnatory ranszls 
by this author. 

], Do minor problems and small dicappo?p>mentT throw you 
into a “dither^ Consider the housewife who plans the following 
day’s chores in timetable fashion, with a "tighr schedule. If a 
telephone call should delay her or the washing machine break 
down, the prospect of temporary failure may be too great to bear. 
Such a woman may become hysterical, disorganized, and frantic, 
rushing rWWiy Iroza task to task, actually aexompiisbing nothing. 
She has fallen apart at her “emotlonaJ seams.** 

2. Do jou Cod it difficult to get along with other people and 
are people having trouble getting along with you? Here we 
hate the ‘’griper.** ^VhiJe the Cni part of the question is his real 
trouble, he invariably expresses it in tenns of the second half. 
Jde isn't out of step with the world; the worlds he claims, is 
out of step w’ith him. There is at least one in c^'e^y shop, office, 
club, congregation, or other group. Suppose all the machinists 
have agreed to rotate week ends, which would be fair for all. 
But not to Joe's mind. '^V’hen his time a?mo to show up, he 
pleads for an exchange; it’s alwap the "v.Tong week end" for 
him, and his repeated attempts to joggle the schedule, his 
irriubility and his sulkiness upon being rejected, make it impos¬ 
sible for him to adjust democratially in his occupational milieu- 
His resentment spreads to every phase of his job. He becomes the 
slacker, the conniver, the selfish smart aleck. His feelings are 
always hurt, and be savagely blames es’cryone but himself for 
what is really his ovox maladjustmenL His is a budding para¬ 
noid personality. 

3. Do the small pleasures of life fail to satisfy you? WTien Mary 
goes out srith a boy friend, she is perfectly satisfied with a walk 
along the river bank, watching the boats and enjoying a stimulat¬ 
ing, thought-prox-oking conversation. Susan, on the other hand, 
dreams of the Golden Horseshoe opening nights, the Stork 
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Club, and a sojourn on the Riviera. If her escort provides her 
with nothing more than a movie and a soda, she is dissatisfied. 
It is not unusual for us to respond to the lure of indulgence 
beyond our means, but well-adjusted individuals, retaining their 
sense of values, find it possible to turn their heads from unattain¬ 
able luxuries. Others, not so well-adjusted, tend to go in for 
unnecessary display (e.g., paying excessive rent for a showy address 
when it is not practical to do so. or squandering an entire week’s 
salary on one evening at a night club). Such persons are prey to 
feelings of insecurity; they can feel secure only when in possession 
of material things, and the majoriiy of them go through life 
“missing the boat." 

4. Are you unable to stop thinking about your anxieties? This 
is the person who is chronically anxious about his anxiety. His 
obsessive preoccupation precludes his adjustment to life’s de¬ 
mands and challenges, not to mention its pleasures and harmoni¬ 
ous interpersonal relationships. He is the chronic neurotic who 
foolishly delays seeking clinical help. 

5. Do you fear people or situations that never used to bother 
you? 'Til tell you, doctor, I used to enjoy teaching but for the 
past few months I find the kids are getting on my nerves. I can't 
concentrate. I’m irritable toward everyone.” Does this sound 
familiar? We are all acquainted with the person who seems to be 
“losing his grip," who is not so efficient as he once was, whose 
emotional behavior shows that he is succumbing to ovenvhelm- 
ing feelings of inferiority and inadequacy. Such individuals are 
often seen in the changing years {see Chapter 13). Those 
who have remained stationary (in career, in family development, 
In cultural es’olution) while their fellows have progressed, have 
more than an unconscious realiiation of the threat from youthful 
competition, of the svaning of the energy and efficiency which 
they enjoyed earlier in life. What once were ordinary tasks are 
now “loo much for them.” They eye with dread the pall of 
empty, unemployable old age, of being umvanted—an ominous 
threat that easily provokes chronic and deepening worry, insecur¬ 
ity, and tension. 

6. Are you suspicious of people, mistrustful of your old friends? 
Much that was said under Question 2 applies to this type of 
person whose actions are defined by lire term ‘‘poor interpersonal 
relationships.” Some f.actor or factors—trauma, neglect, mistreat- 
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raent^may have narrowed his emotional activities to an e)e-for. 
an-eje ^^’ay of responding lo life. Sucli an individual is “tiom 
Missouri"—ever)' statement must be substantiated. He lacks the 
warmth of camaraderie. Eternally suspicious, he interprets a 
legitimate appeal for charity as the "trick of a crooked sj-ndicate." 
All atliletic events are "fixed," and cser)’ gift is a harbinger of 
some favor which the donor will eventually request 

7. Do you feel inadequate? Do you suffer the tortures of self¬ 
doubt? Somesvhat In the sense of Question 3, here again one 
finds the individual with unconsdous feelings of insecurity. He 
is indecisive, wishy-washy, irresponsible, and constantly pbgued 
by misgivings about his ability to complete the simplest assign¬ 
ment or to make the most uncomplicated choice. These are the 
complaints which the ps)chiatrist most often hears from the 
indiwdual who lacks self-confidence and self-reliance. An ocample 
of this type of person is the man or woman svho writes a short 
social note only to tear it up and rewrite it—again and again. 

If )our answer to any of these questions has been "Ves," do 
not jump to the conclusion that you face emotional disaster. It 
tvouJd, however, pay you to undertake a reappraisal of your 
attitudes and behavior. Dr. Stev'enson offers the following simple, 
practical suggestions. 

Talk it out. If you are worried about something, don’t bottle 
it up. Select some les'clheaded person whom you can trust and 
take into your confidence—husband or wife, brother or sister, 
parent, close friend, your pastor, the family physician, a teacher. 
Bring the problem out into the open and "kick it around"— 
what psychiatrists call "ventilation." It will provide you with a 
fresh viewpoint, an unprejudiced opinion, and will relieve your 
emotional strain. It will permit you to see your worry in a dearer 
light, perhaps even lo cast it off entirely. 

Escape for a while. This is not meant as advice to "run away" 
from, a situation. A brief change. In the full realization that 
return is imperative, may be the best immediate response to an 
emotionally painful experience. This short escape, in which you 
may lose yourself in a morie. a concert, a sports esent, or a 
tveek-end trip, can be most helpfuL It has the same basic philos¬ 
ophy behind it as the sudden recess declared by a judge in a 
tense trial, as the industrial “oiffec break,” or "the pause that 
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refreshes.” The masochistic t^pcof person who forces himself to 
stand and suffer subjects himself to needless self-flagellation; he 
discovers “tlje hard i^ay” that his problem remains unsols’ed. 
Bear in mind that when you do "escape for a svhile," you must 
be prepared to come back and deal with your difficulty. You will 
base no excuse for asoiding the issue when you are composed 
and in a better condition emotionally and intellectually. 

^Vork off your anger. This is not to suggest that you should 
give Way to unbridled expression of your anger in tantrums and 
destructive behasior. Reacting with rage to psychological pain, 
frustration, and disappointment is irrefutable evidence of a 
person's immaturity and is an infantile method of dealing with 
difficulties. It solves no problems, wins no friends, and may 
leave you feeling foolish and repentant. There is, in fact, psycho¬ 
logical validity in the adage, "Count to ten first,” Restrain today’s 
choleric outburst and make your calm reply tomorrow. Mean¬ 
while, think the problem out, take a long walk, play some game, 
pitch into some physical activity. 

Give in once in a while. Its a hundred-io-one bet that you 
can't be right all the time. The person who is chronically involved 
in quarrels, who is unfailingly obstinate and deBant. is the adult 
reproduction of the thwarted child who rages and screams. "I 
won'tl I won’t!” When you arc convinced that you are right, 
there is no harm in standing your ground, but even in this situa¬ 
tion it is not whai you say, but the way you say it. Oftener than 
not, it is the salt answer and the calm attitude of self-assurance 
that win go further in convincing your adversary of your knowl¬ 
edge of the subject of the argument. But even when you are 
"dead right,” try turning the other cheek from lime to lime. 
You will feel belter for it, and it will win you the reputation of 
being broad-minded; it may induce others to yield occasionally, 
too. Above all, this sort of appioadi to controversy will dis¬ 
courage the building up of tension and will give you a sense of 
satisfaction and maturity. 

Do something for others. Are jott exclusively concerned with 
yourself? IVhen someone starts to "weep on your shoulder," do 
you hear him out, or do you latindi into a recital of your own 
tale of woe? The latter reaction is an indication of excessive 
egoccntricity. Develop the habit of doing something for someone 
else now and then. It will help to take the sting out of your 
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worries and, what is far more significant psychologically, will give 
you the warm feeling that comes from assisting a fellow human 
being. 

Take one thing at a time. This advice applies to two types of 
individuals. Fini, there is the "eager beaver" who apparently 
seeks to impress others (and himself) by tackling es'ery thing in 
sight at once. In this category one finds the Christmas shopper 
who dashes up and down department store aisles, plunging 
toward "men’s neckwear," only to pass "sweaters" and be dis* 
tracted by a particularly good-looking item, sattering his efforts 
without plan, and failing in the long run to accomplish his 
purpose. Secondly, there is the anxious individual who, in con¬ 
fronting a nesv svork load, regards it as so monumental he just 
cannot get started in any part of it- Unable to separate the 
wheal from the chaff, incapable of determining what is urgent 
and what can be postponed, he ends by getting next to nothing 
done. One way to overcome this impasse (that of the shopper as 
well as the worker) is to ask yourself, "Am I not overestimating 
the importanceof what is facing me?" 

Shun the superman urge. Here we have the perfcalonUt, who 
castigates himself into a state of anxiety because he believes that 
he is not accomplishing as much as he should. In aiming for 
the moon, he actually invites failure. He has a constant feeling 
that his work is incomplete, unsatisfactory, and of low caliber. 
An honest inventory and appraisal of one’s penonal assets are 
indicated. Decide what the things are that you do well and con¬ 
centrate your efforts on these; they will probably be the things 
that bring you the greatest satisfaction anysvay. Do not demand 
of yourself perfection in es'cryihing you do. 

Go easy with criticism of others. As common as sveeds in a 
garden are the empIo)ers or supervisors who set themselves up 
as paragons after which subordinates are expected to model 
themselves. A top sergeant may have an innate capacity for 
working at a feser pitch and will feel that es-er> rn?in in the 
squad should act likewise. The "man in the squad" may be a 
spouse, a child, or a pupil. Avoid the tendenc)' to force other 
people into the pigeonholes of your own set of standards. Bear 
in mind the svide range of individual differences among people. 
But if you find this difficult to do, at least put a damper on 
jour urge to criticize in an aggressive manner. Interpersonal 
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relations are not improved by desk-pounding, shouting, or sar¬ 
castic references to the failings of others. 

Give the other felloiv a “break.” Condescension, mere toler¬ 
ance, and paironizaiion—these will not do. A "break” implies 
more than the spoilsport who ill-naturedly and grudgingly gives 
in. There is no one more tense and anxious than the person who, 
trying to compensate for a feeling of inferiority, feels the con¬ 
stant drive to "get there 6rst." He is the motorist who grimly 
and compulsively must "beat” the car ahead, then the car ahead 
of that, and so on. As in the case of the schoolroom bore who 
must get more "gold stars” than any other student, life becomes 
an endless race for first prize. Such an individual eventually 
“runs out of breath" emotionally, and someone suffers as a result. 
Happiness never follows this attitude toward life. Admittedly, 
competition ts contagious, but so is cooperation. 

Make yourself available. Often we find ourselves feeling that 
we are "left out" when there is no justification for this attitude. 
There are people who turn down one invitation after another 
to participate in community activities and then, when some 
especially desirable activity comes along and they are not in¬ 
cluded, they insist that "people don't like them." This drives 
them further away from \v’holesome interpersonal relations. In¬ 
stead of shrinking away, svithdrasving, .and slewing in the juice 
of your self-pity, it would be far healthier to make your¬ 
self available, to make overtures on your own. There is. of 
course, a middle ground between withdrawing and "pushing.” 
Try it, 

Sdiedule your recreation. In a world of shorter ivork hours, 
long paid vacations, and daylight saving lime, it is a sad com¬ 
mentary on human existence that sve frequently fail to take the 
time, even tvhen given the opportunity, to relax. The person ^vho 
just “can’t take time out” should deliberately set up a rigid 
schedule of hours for recreation. It is emotionally cleansing to 
submerge oneself in an absorbing hobby and forget all about 
>\’ork. The vacation is an annual event used as the occasion for 
doing something pleasurable for whicli one does not ordinarily 
have the time (even the vacation is too often undertaken with the 
unrelaxed vigor of a Crusader); but what of tlie rest of the year? 
^Vhile it is true that "all work and no play makes jack," it also 
makes anxiety and tension. 
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Emotional difficulties frequently arise out of practical problems 
such as financial status, trouble on the job, parent-child relation¬ 
ships, and marital difficulties. These, as was said before, are 
precipitating factors. Just as often, the individual's long-standing 
habits and attitudes may produce conflicts. These interacting 
forces within and ivithout (i.e., endogenous and exogenous) tend 
to accumulate, and each serves to aggravate the other. If too much 
of this process has gone on, we may need more help than w an 
gi%e ounelves, help of the sort av'ailable at a counseling or 
guidance sendee. Sudi assistance may be obtained in family sveJ- 
fare agencies, schools, churches, industrial plants, and settlement 
houses. Trained counselors an help to clear up the more prac- 
tial and immediate aspects of (ho problem. 

If, however, an emotional disturbance of a transient, situational 
nature becomes too distressing or lasts too long, it should be 
dealt with as an illness requiring professional treatment, just 
as one deals with a cold svben it becomes too severe, ([ktnsult your 
family physician. He may recommend that you visit a psychiatrist, 
he may suggest treatment at a clinic or mental hospital, or he 
may resolve your problem on his onTi. It all depends on the 
severity of the condition. 

The quest for peace of mind (which is synonymous sath good 
mental health) is universal, but few of us are blessed with all 
the internal qualities and external circumstances that will 
guarantee it. We must work for it. This means striving to obtain 
a better understanding of ourselves and others. It also implies 
working out our life problems'by ourseUes when we an, and 
being wise enough to know when we need competent help. 
Above all else, we need a basic philosophy of faith—faith in the 
ability of people to improve and grow; faith in the desires and 
apacity of human beings to work out differences co-operatively; 
faith in spiritual and moral values, and in the essential decency 
of mankind. Faith of this sort will carry us through many stress¬ 
ful situations that might otherwise shatter us. 
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The neurotic reactions that emerge as a wide range of “physi¬ 
cal" ailments (stomach tilcer, irritable colon, coronary disease, and 
many others) have been resen-ed for discussion in this separate 
chapter because of the role they have played in the evolution of 
a significant viewpoint in the practice and philosophy of 
medicine; the holistic concept. This idea emphasizes the 
inseparability of emotional eatperienre and bodily lujiction. 
Whereas the orthodox organicist maintains that "there is no 
function without structure,” and dismisses as svindow-dressing 
the netJrotic patterns of behavior, the holistically minded physi¬ 
cian insists that if it were not for mental and emotional ex¬ 
periences, structure would have no function other than keeping 
a biological machine in motion. Since he is never called upon 
to treat a simple biological machine, btii an extremely complex 
subject—a human being beset by fears, anxieties, and frustrations 
•“-the holicist feels compelled to look beyond tissue changes and 
laboratory findings for both etiologic and therapeutic indications. 

The notion is not entirely new; psychologists and physiologists, 
as tvell as philosophers, liavc svrestled tsith the mind-body prob¬ 
lem for ages. Until recent years, however, medicine, while it was 
willing to leave the most obvious “nervous" disorders to the 
specialty of psychiatry, insisted on the primacy of organic factors 
in the diagnosis and treatment of a wide gamut of physical ill¬ 
nesses, now regarded as possessing a strong psychic (or emotional) 
element in ilieir causation. Token gestures, it is admitted, were 
made in the general direction of psychotherapy in the vague form 
of homespun bedside psychology, couched in sudi phrases as 
•'Avoid excitement and worry'," "Take it easy," and "Get your 
mind off business." The preoccupation with pathology evolved out 
of Pasteur’s discovery of "genm," and medicine w’as dominated by 
35 



36 Psychoxomalic Illness 

the microscope and test tube; trivial leiom revealed at post¬ 
mortem examinations were frequently used to "explain" a 
disease. 'IV’hiJe this cause-and-effect dictum sv-as a forsvard step 
in science, it was not necessarily the outstanding medical acbieie- 
ment of the time. The dramatic and radical change in thinking 
came about svhen 'W'alter B. Cannon, father of endocrinolog)*, 
developed his thesis of the "wisdom of the body," which under¬ 
scored the need to recognize the influence of toih learned and 
unlearned "drives" as factors affecting phyiiologic processes. It 
remained for fVorld War I to bring into bold relief a large 
number of "body-mind" disorder—conditions in svhich the pre¬ 
senting symptoms did not fit into the nrat, pigeonhole categories 
established for lesions of the nerx ous system. 

By 1910,50 impressive an amount of evidence had been amassed 
in clinical (chiefly nonpsychiacric) records, that it was no longer 
possible to ignore the role of the mind in the causation of 
certain disorders whose chief obsers'able symptoms were organ 
pathology and dysfunction. By this time, too, the specialty of 
endocrinology had come Into its oivi? and served as one of the 
determining facton in dosing the gap benveen psyche (mind) 
and soma (body). This was accomplished by demonstrating that 
emotional disturbance can upset hormonal equilibrium, which 
in turn can bring about dysfunction in a target organ. 

With rare exception, contemporary medidne subscribes to the 
tenet that psychic factors predispose the individual to a host of 
bodily disorders and malfunctions. The concept of disease has 
been broadened to indude "jjsjchosomatic” ailments. But even 
this comprehensive term is thought by some authorities to imply 
a dichotomy between mind and body, and for tlib reason they 
prefer the term "holistic medidne." 

THE MECHANISM OF THE PSk'CHOSO.M.ATIC 
CONDITION 

\\Tule it is not possible to determine how much is psyche and 
how much is soma in any instance, clinical studies indicate that 
mind influences body far more significantly and frequently than 
body influences mind. Just how the interaction takes place is not 
easily explained. The brain has emotional centen which arc 
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linked to other brain centers and to the endocrine glands. These 
centers serve as way stations for the emotional changes which 
are then relayed down the spinal cord and via the nervous system 
to blood vessels, muscles, mucous membranes, and the skin. 
The emotional centers in the brain also seem to act as "con* 
densers” of emotional changes accumulated through previous 
experiences. The close interweaving of the nerv’ous and endocrine 
systems with the functioning of the organ systems of the body 
ensures that the harboring of anxieties and frustrations cannot 
fail to have reverberations in organ dysfunction somewhere in 
the body. To what degree serious pathology will develop is, of 
course, an individual matter. 

THE BODY AS A MEDll/Af OF EXPRESSION 

As pointed out earlier, the most common psychosomatic dis¬ 
orders are associated with the gastrointestinal tract. It has long 
been recognized that stressful interpersonal problems which can¬ 
not be resolved by the mind arc “taken on" by some other part 
of the body. When an irritating friend or a troublesome member 
of the family cannot be coped with, the patient becomes "ill.” 
There are very real alterations in the digestive tract of the person 
who remarks that he cannot “stomach” a situation, or that some¬ 
one "gripes him.” An individual who suffers a bitter disappoint¬ 
ment that “sours" him on the world, may very easily be victimized 
by excessive stomach acidity. These verbalized homologues of 
feeling were referred to by Edu-ard Weiss and O. Spurgeon 
English as “organ language.” Physicians have long known that 
the cause of such gastrointestinal disturbances is an emotional 
conflict—a clash of attitudes with desires. Until recently, however, 
there was little or no therapy with whicli the physician could 
“reach" such patients, for two reasons: (1) effective therapy would 
be time-consuming and (2) doctors generally experience difficulty 
in formulating therapy of this sort in terms that are both under¬ 
standable and acceptable to the patient. Enlightened as we may 
have become in matters of mental hygiene, most patients shy 
away from the suggestion that their "physical” illness may have 
an emotional (mental) background. The all too frequent retort 
is, “You mean there is something tvTong with my mind?" The 
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increased tensions of our life hare, however, brought to the lore 
so many illnesses sshich are unresponsise to traditional treatment 
Uiat it is high lime for everyone to undentand the d\-namic 
relationships between body and mind; esen greater progress 
could be achieved if more people appreciated the actual oneness 
of the ttvo. 

A man svho feels inadequate or inferior may, srith the help of 
his mind (but by an unconscious process), create a socially ac¬ 
ceptable excuse for his failure. This externalized apology taVes 
the form of a ''phy’sical'* illness. Military medicine provides the 
most striking examples. TTie G.I. Joe svhose unconsdous de¬ 
manded surcease from fear of death during a prolonged assault 
against the enemy could not stop in his iracU and scream, ‘Tra 
scaredl Get me out of this sttuationl" True, when his ego-censor- 
ship was weakened he may have done just that, but, in the 
vast majority of instances, when the individual could not con¬ 
sciously control his fear, safety had to be obtained in a manner 
svhich his milieu would tolerate. Consequently, in order to satisfy 
both his unconscious desire to flee and the demands of social 
opinion, our soldier had to sohe his mental problem through 
his body. He became paralyzed, suffered cardiac palpitau'ons, or 
developed colitis. For his emoihral salvation and the presetrva- 
lion of his ego, the phpical disorder nas a necessity, And so ft is 
with many harassed souls whose anxieties are generated by less 
imminent dangers than those of the battlefield. As in the case 
of the psychoneuroses to be described in Chapter 6, a compromise 
situation is established—the physical illness. 

There are, on the other hand, many svell-adjusied persons who 
apparently survbe all manner of emotional problems without 
ever has ing recourse to phpical illness. Indeed, they may not es cn 
shosv outward indications of pathological processes to which they 
are prey; it is not uncommon for physical examination of an 
elderly patient to reveal evidence of previous severe heart disease; 
autopsy studies of old persons who died of illnesses otlier 
than, say. coronary disease, have shown heart scars indicaung tliat 
they had been “stricken" years before without overt symptoms! 
Owing to their excellent emotional adjustment, such individuals 
afflicted by heart disease had no need for the "satisfaction" of 
the bodily handicap and consequently did not suffer the classic 
cardiac attack. 
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WHAT CAN THE DOCTOR TELL THE PATIENT? 

When a person is suffering distress he will want to know svhy. 
He will not be satisfied with attempts to reassure him that pain 
is "only" psychic in origin. Often enough, he does not need a 
physician to tell him this, bettause his associates at home and at 
work may have reached this conclusion through daily contact 
with him and have probably remarked to him, "ft's all in your 
head.” What the patient does need is a friend who will explain 
to him the interplay of emotional and physical forces, and this 
friend should be the person best qualified to impart that informa* 
tion accurately—a physician. 

It is a common lay belief that all pain originates from a direct 
cause—broken bones, bruises, cancerous growths, inflammations, 
and infections. In other words, discomfort is regarded as coming 
from something that can be seen (by examination, X*ray, or 
laboratory findings). However, it is widely known that physical 
distress can, and often does, result from factors which cannot be 
seen. For example, in the wake of fear the mouth becomes dry, 
blood vessels are constricted, and blood supply, as well as glandu¬ 
lar activity, is reduced. The "sinking” feeling in the pit of the 
stomach experienced in "stage fright," and the dryness of mouth 
of a person called upon to make a public address, are common 
physical symptoms. Laboratory investigations have demonstrated 
that, under emotional stress, glandular activity in the mucous 
membrane and various other parts of the gastrointestinal tract 
decreases. Changes in muscle tone of the digestive system may 
result in severe cramps. 

Another example of the arousal of pain in response to emo¬ 
tional changes is the fact that, under stress, the diameter of blood 
vessels in the cranial cavity increases, and the stretched tissues 
around the vessels exert pressure on the nerve endings, resulting 
in what is knowm as a "nervous" headache. 

In short, in an emotional crisis, no part of the body is exempt 
from physical discomfort traceable to a change in one or more 
of these three elements: (1) blood nourishment, (2) glandular 
functions, or (3) muscle tone. 

The many common superstitions about disease and illness do 
not result because "a little knosvledge" is dangerous in itself. 
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but rather because “a little knowledge*’ may cause the individual 
to draw conclusions about his condition which may lead to much 
anxiet)'. The following popular misconceptions will indicate 
how many people with minor discomforts or ailments readily 
consider Uicmsclves seriously ill: 

Any pain in the left chest means heart disease. 

Pain after meals or a pain in the stomach means ulcers. 

Pain in a joint must mean arthritis. 

Pain in a muscle is due to neuritis. 

Pain in the head probably means a brain tumor. 

Every lump is a sign of cancer. • 

Many persons cannot bear to suffer any kind of pain or dis* 
comfort. They seek an absolutely painless existence, in svbich the 
occurrence of any discomfort signifies danger. In spite of repeated 
medical counsel that they are perfectly healthy and that there is 
no physical explanation for their distress, they persist in their 
anxiety and earnestly seek a doctor who will corroborate their 
traditional ideas. 

TREATMENT OF PSYCHOSOMATIC ILLNESS 

'W'hen the patient’s history, physical examination, and labora¬ 
tory tests show no evidence of organic pathology, but indicate 
that emotional problems are present, the doctor’s exposition of 
psy choiherapy may begin somewhat in this fashion: 

'Your chief concern is pain and distress in the stomach (and/or 
bowel). We know that a healthy body functions painlessly and 
since yours does not, and all examinations were negative, it is 
highly probable that the disturbance may be traced to emotional 
difficulties. Let us consider, for a moment, how the rhythm of 
bowel function is laid down and how emotions can upset it.” 

The physician proceeds to describe the normal muscular mov'e- 
ments of the digestive tract as being rhythmic and flowing from 
mouth to anus. He then tells how, under certain conditions, this 
smooth acuon beoimes irregular, reversed, or otherwise per¬ 
verted. Irritants to the lining of the stomach will produce dis¬ 
comfort and vomiting, in the same manner as the toxins (poisons) 
of infections. Emorional conflicu can produ« these effects also. 
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and such symptoms can be as prolonged and severe as those 
caused by any other irritants. 

The physician may continue: “Early in infancy, there is a 
direct relationship between the stomach and the emotions as 
the child's main physical and emotional needs are felt. This 
relationship persists in later life, and often adult behavior can 
be traced to and explained in terms of early experiences. More¬ 
over, the mind and tlie stomach are so intimately connected 
through the nervous system that, when the mind is incapable of 
handling a particularly formidable task, and anxiety and insecur¬ 
ity increase, the stomach takes over and tries to vomit out the 
unpleasant situation—a rejection of a painful or distasteful 
emotion which cannot be mastered in any other way. Thus, for 
a time at least, emotional weakness in the face of a given problem 
is obscured behind a curtain of physical illness." 

Most of us are atvare tliat discomfort does not necessarily 
indicate that disease is present. Under stress, the psyche creates 
emotional impulses which alter physiological function; the patient 
must understand this point, because one of the therapeutic 
objectives is to dispel the patient’s preoccupation with his bodily 
discomfort. This does not mean that the physician can pass lightly 
over the problem of pain for regardless of its emotional basis 
the pain is real. Much harm has been done by the curt remark, 
“Your pain is purely imaginary." The patient expects the doctor 
to explain the reasons for the pain or discomfort while he dis¬ 
cusses the diagnosis. Even after a comprehensive physical examina¬ 
tion the patient will not be satisfied with "I find you healthy in 
every respect,’’ or "I do not find any evidence of disease in your 
case. You have nothing to worry about.” (Nothing to worry about 
—when the very foundation of the illness may be worry!) Contrary 
to logical expectation, symptoms are not eliminated when the 
patient is informed he is free from organic disease. The emotional 
disturbance that underlies the discomfort fs not a logical mechan¬ 
ism. Often it arises from complex life experiences in conflict svith 
strong id drives. A clinical brush-olf by a "hard-boiled” physician 
will only drive the patient to another doctor in sear^ of the 
answer to the problem. 'This “shopping around for a phjsician” 
is a common practice among neurotics. Many such patients could 
bo helped with psychotherapeutic council, leavened with under¬ 
standing humanity. Admiit^ly, some are entangled in a baffling 
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network of frustrations, anxieties, and fears; for them, a fuller 
psjchiatric program of treatment is needed. 

In the course of explaining the mechanics of emotions and 
how they affect blood supply, glandular activity, and muscle tone, 
the physician can uncover and discuss the emotional problems 
and altitudes which arc producing the distress of which the 
patient complains. He will help die patient to re-experience the 
conflicts whicli triggered the pcrveried physiological activity. The 
anxiety, anger, and feeling of inadequacy' will be felt all over 
again, and through this "playing back," the patient may be able 
to talk, scold, or othenvise drh'C them from his mind. The un¬ 
conscious, free of its emotional burden, will no longer need 
the outis'ardly manifested physical illness—the compromise se¬ 
lected by the distraught ego in its attempt to satisfy the uncon¬ 
scious and the demands of society. Once the skeleton is out of 
the closet, the house is no longer haunted. 



6: The Deeper Tensions and Anxieties — 
Psychoneurosis 


The term “psychoneurosis,” vrhich designates the deeper ten¬ 
sions and anxieties, has yet to be satisfactorily defined. The dual 
nature of the word—psyc/ie, mind + neiirosir, disorder of the 
nerves—implies that there is some kind of pathology present (i.e., 
something has “broken down”) in the structure or the mechanical 
functioning of the nervous system. The popular term “nervous 
breakdown” implies that a pathologic condition is present. There 
are, to be sure, a few clinical entitle in which this is true; in 
medical parlance these are known as "neurologic disorders.” 
Their cause is clearly demonstrable as a lesion in the brain 
and/or nervous system, which may be a congenital flaw, or the 
result of injury or disease. To further complicate the issue, the 
term "neurosis” is also commonly accepted in the psychiatric 
vocabulary as a synonym for "psychoneurosis." 

In his approach to a better understanding of the psycho¬ 
neuroses. the reader will find it helpful to recall earlier references 
to the difficuity in distinguishing betss’een "normal and “ab¬ 
normal.” In the realm of the deeper tensions and anxieties, this 
problem comes to the foreground. As the psychiatrist Abraham 
A. Brill stated; "Freud showed that the difference between 
hysteria (a type of neurosis) and schizophrenia (a psychosis) ivas 
only one of degree. Soon thereafter he demonstrated the same 
relationship between the neurotic and the so-called normal per¬ 
son. In his Psychopathology of Everyday Life he showed that 
many ordinary faulty actions—mistakes in talking and writing, 
forgetting, misplacing things, and other common errors—are all 
due to unconscious emotional disturbances, and as suclt show 
the same distortions as do neurotic and psychotic symptoms... 

43 
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In short, Freud demonstrated that there ts no sudi thing as a 
trivial mistake, that is, a mistake ivithout a reason for its oc¬ 
currence. 

IVith this problem of Ksrt/ng out “normal" from “abnormal," 
it is necessary to stress the importance of the cultural milieu 
in the evolution of a neurosis. Indeed, the ver}’ foundation of 
Karen Horney's approach to “the neurotic personality of our 
time” is her declaration that “a neurosis is a disturbance in one’s 
relation to self and others.” Behavior is often regarded as normal 
or abnormal (neurotic?) on the basis of where and when it takes 
place. Secret fraternal initiation liics re-enacted in public would 
be unacceptable as normal behavior, howeser seriously they may 
be regarded in their appropriate setting. A shapel)- thigh ac¬ 
cidentally revealed by an attractive woman boarding a bus 
dras« the aticnuon of every male within eyeshot, but die same 
woman parading practically nude at a beach resort may not 
earn more than a passing glance. 

The age of the individual also aifects our judgment of his 
deportment. The very' young are permitted fantasy behavior for 
which their elden may yearn but in whidi they must not indulge 
—a small boy on a city street imiuting a locomotiw engine by 
emitting pu^g noises and shuffling his feet causes no concern 
at all, but an adult who talks and gestures to himself in a 
crowded subivay car is at least a source of discomfort to his 
fellosv passengers. 

CHARACTERISTICS OF PS\’CHONEUROSIS 

^STiile the medical diaionaiies. as well as many writers in the 
field, differ widely in their definition of psychoneurosis, there is 
general concurrence on the foUosdng points: 

1. A psychoneurosis is a disorder of the mind (psyche). 

2. Some psychoneurotic mamicstatioru resemble those seen in 
neurological disorders. 

S. In a psychoneurosis the disorganiralion of the psyche is only 
paruah in tx)ntrast to the total ^integration in a psychosis. 

4. Ordinarily, the psychoneurotic individual has some insight 
into his condition; be recognires the abnormality of his behavica- 
and attitudes whereas the psychotic does nou 
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5. All the varieties of psychoneurosis are characterized by emo¬ 
tional manifestations of anxiety and tension. 

In addition to those just mentioned, the accompanying table of 
differential diagnostic criteria outlines the major points of com¬ 
parison between a psychoneurosis and a psychosis. 


DIFFERENTIAL DIAGNOSTIC CRITERIA 


Factors 

CONSrOERATIOV 

PSS CHONCUROSIS 

Ps^aiosu 

1. Dynamics (according 
to Freud) 

Ego vs. the id. 

Ego vs. the outer world. 

2. Personality 

Generally intact, only 
partially changed. 

Totally disorganized; 
changed m whole. 

3. Reality 

Patient usually feels 
reality means the 
same for him as for 
(he rest of (he com- 
mnmty. 

Patient usually ignores 
or shuts out reality. 

4. Mechanism of Pro¬ 
jection 

Consoous sense of guilt. 

Unconscious sense of guilt. 

5. Language 

^ Unchanged. 

1 

May be disturbed, as in 
incoherence, ir- 
reJevanee, or '•neo¬ 
logisms” (new words). 

6 The Unconscious 

Is expressed Indirectly. 

Is given direct verbal 
expression. 

7. Inlantile Regression 

Not present. 

Reflected in behavior as, 
for example, un¬ 
ashamed soiling. 

6. Affect and Thought 

1 

Harmony undisturbed 

Frequently not in har¬ 
mony. 

9. Flow of Libido 1 



10, Object Attachment 

Erotic: males for strong 
object attachment. 

' Autoerotic: males for 

1 weak object attachment. 


As indicated by the above table, the psychotic penon shuns 
the world as we know it and steadily regresses ihrouglr the various 
stages of psyciiosexual development. In many cases he finally re- 
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turns to his infanq-, the jxrlod of his life uhen he enjo)ed the 
utmost in personal security, safe at his mother's bosom and in 
her arms. Here one sees the classic picture of the scliizophrenic: 


nothing tvonhwhile in realit)’: indeed, it may be so distasteful 
to him that he seels surcease in suicide. 

The neurotic individual, on the other hand, svhile he does 
not find fault with realit>' in general, is acutely au-are of his 
conflict with his surroundings—the conflict usually existing within 
a closely circumscribed area of life problems, emerging as some 
specific anxiety or frustration. The neurotic, too, would like 
to return to a secure stage of his life, but he is barred from doing 
this b)’ a uell-developed, unyielding, ironchd superego which 
firmly informs his unconsdous that sodciy frouns on the "baby 
ss'ho howls far mother." A s'irtual impasse ensues; the relentfcss 
demands of the id for overt expression of the unconscious fear 
have clashed with reality's intolerance of such open expression. 
Escape from this eul-de-sac is accomplished by a "compromise" 
which satisfies social demands: a neuroUc reacu'on. The anxiety 
and tension generated by the fear may be drained off through 
a physical illness, as seen in psychosomatic disorders. Because 
these conditions are the forms of neurosis most commonly en¬ 
countered in clinical practice, they have been made the subject 
of a separate discussion (see Chapter 5), The other neurotic re¬ 
actions or types of psychoneurosis indude: anxiety’ reaction, dis¬ 
sociative reaction, phobic reaction, obsessive-coropulsis-e reaction, 
and hypochondriacal reaction. 

THE VARIETIES OF PSYCHONEUROSIS 

Over the past fesv decades much of the terminology in the field 
of the psychoneuroses has undergone radical res'ision. Many of 
the older designations have been abandoned; the clinical entity 
“neurasthenia” has disappeared, and other terms which had been 
more or less loosely applied (such as "shell shock” from World 
^Va^ I and "combat fatigue" from ^Vo^ld Wax II) have been 
dropped from general usage. Some psychiaurists have, in fact, 
insisted that any attempt to devise such descriptive labels for 



The Varieties of Psychoneurosis 47 

hypothetical "types” of psychoneuroscs is time-wasting and does 
not enhance the therapeutic approach, which depends heavily 
on buried factors in the life history of the individual under treat¬ 
ment. Most of the clinical terms used in the past served only to 
describe the situation that precipitated the psychoneurosis, and 
they failed lo touch on the psjxhodynamics involved. 

Anxiety. The nature of a psychoneurosis can be fully appre¬ 
ciated only when the element of anxiety is understood. This 
emotional manifestation is the outstanding and most usual 
symptom or sign of a neurotic disorder. Anxiety is one of the 
few medical terms that covers a symptom, an afUiction, and an 
emotional response. It is applicable, likesvise, to both normal and 
pathogenic affective (mood) manifestations—the difference be^ 
tween these two being dependent upon the provocative cause, 
the time element, and the individual himself. Anxiety o\er the 
safety of a loved one svho is serving in a combat unit during 
war is understandable. Continuance of that reaction following 
cessation of hostilities is questionable. Anxiety from without, i.e., 
precipitated by a real stress, disappointment, or challenge, is to 
be expected if the precipitating factor is proportionate to the 
apprehension. Anxiety from within, i.e., arising purely svitlrin 
the individual's mind, is definitely an indication of a psychic 
disturbance. It is cunenily accepted that the mentally ill person 
reacts to his unconscious conflict with fear, whicli, to the 
neurotic, is not a socially tolerated response; it is outwardly 
converted into anxiety as an affective presentation of instinctual 
drives. This apprehensis’c, worrying, troubled reaction consists 
chiefly of emotion and is surcharged with tension. 

Psychoanalysts claim that instincts have ideational forms of 
presentation (i.e., ideas accompany each instinctive urge) and 
that, in the process of repression, the ideational expression of 
an instinct disappears from the conscious sphere, if it is there, 
or remains in the unconscious. Accordingly, three courses arc 
possible for instinctual, ideational presentation; (1) complete 
suppression. (2) appearance in the guise of a particular type of 
affect (mood), or (S) transformation into anxiety. Many psydiia- 
trists object to the ambiguous imermixiure of anxiety and fear 
in clinical literature. Howes’cr, there is little doubt that the 
former is an otitwrard expression of inner, unconscious fear. 
Sigmund Freud postulated three situations whidi were almost 
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certain to precipitate a later manifestation of anxiet)-: loss of a 
love object, the castration complex of childhood foUoiving a 
parental scolding or punishment for normal sexual curiosity, 
and the superego (conscience) or social fixation. 

As an emotional expression, anxiety is commonly encountered 
in its maximal strength-intense, marked, and extreme. Its logical 
and psychic origins are svell covered by Eugen Bleuler, vho said: 
"Anxiety undoubtedly has different sources. In many cases it is 
plainly connected svith respiratory difficulues as seen in diseases 
of the heart, in the respiratory organs, and in the blood. Further¬ 
more, anxiety is undoubtedly connected in some u-ay ivith sexu¬ 
ality, a fact which we knew for a long time, but which Freud 
made clearer." 

Anxiety may be atiaclied to definite thoughts or ideas; or 
it may exist without any ideational association, in svhich case 
it is referred to as "free-floaung” arufety. It is often accompanied 
by physical signs, such as short, rapid breath, accelerated pulse, 
sweating, and alternating Hushing and pallor, all of whJdi indi¬ 
cate a close organic-ph)'sio!og)ca! assodadon ssdtlt the adrenal 
glands, the sympathetic ners'ous system, and possibly the subtlta- 
lamic nuclei (emotion-controlling centers) in the brain. Investi¬ 
gators. particularly Jules hfasserman, have been studying these 
interrelations through the use of fear-producing stimuli in 
laboratory animals. 

Anxiety Reaction, Clinically, this is the commonest type of 
neurosis, m which the patient presents an ovemhelming reaction 
manifested physically as diarrhea, urinary fretjuency, palpitau'on 
of the heart, tremor, insomnia, lack of appetite, or some other 
abnormabty. He may sense an indefinable uneasiness, a feeling 
that he is faring imminent disaster (for example, a fear that the 
grim reaper is just outside the door, or that he faces social and 
economic ruin). 

Dissociative Reaction. The individual's anxiety and tension 
may be so distressing to him that he manages to divorce himself 
from his otvn identity, for a time at least. One form of this reac¬ 
tion is a sort of Jekyll-Hyde paradox; one day die neurotic is 
thoughtful, calm, and solicitous; another day he is harsh, carping, 
hysterical, and demanding. The dissoriaiion may, hosves'cr, be 
so effective that amnesia or a fugue state is produced. 

Amnesia. Amnesia (loss of memory) is readily feigned by per- 
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sons who have run afoul of the law, but improved psychological 
tests (such as the Rorschach or “inkblot” lest) have assisted 
greatly in diijeientiating shaiumed from true (neurotic) amnesia. 
Furthermore, piercing inquiry into the life history of the delin¬ 
quent or criminal usually uncovers childhood clashes tvith 
authority, patchy school attendance, petty thefts, a poor work 
reco^, and previous arrests. Sudi features arc usually missing 
from the life history of the neurotic; in their stead are found 
frequent episodes of illness, "nervousness," and so forth. 

Fugue State. In a fugue state, the individual acts automatically 
—as if in a dream. He may run away, often traveling great 
distances from his home environment. IVhen the fugue passes 
he cannot recall what has happened in ihe interim. Classical 
examples of this condition are to be found in the biographies 
of Vincent Van Gogh and Robert Schumann. 

Delirium. This manifestation of many severe organic illnesses, 
such as delirium tremens in alcoholism and delirium in high 
fevers,.is also seen in psychoneurotics. The patient is wildly 
excited, incoherent, out of contact with his surroundings, and 
may be hallucinated. Delirium, like amnesia, may be feigned. 

Phobic Reaction. This type of neurotic illness was fonnerly 
regarded as a subdivision of "anxiety neurosis,’* but the latter 
term has long since been relegated to obscurity. Without fear 
human beings would be easy prey to many dangers. Fear makes 
them alert, and the emotional reaction of fright is, therefore, 
normal and necessary. But urueasonable fear, such as panic, 
which is pervasive and intense beyond the demands of the cir- 
cumstanccs, can incapacitate tlie individual. The term "phobia” 
is applied to responses in which (he threat of harm is usually 
remote and, to the majority of persons, not worthy of attention. 
There are many such phobias, whicii the reader will find listed 
in the Glossary of this book. Whether or not a fear is neurotic 
in character depends on several conditions, h the fear justified 
—that is, does a real threat exist? Is the fear "selective"—is it 
only this one sphere or situation in which the person experiences 
fear? Does the tension generated by the phobia interfere with 
the individual’s dally routine, his work, or hts interpersonal 
relations? Some of the commonest pliobias arc; batliophobia 
(fear of falling from a high place), claustrophobia (fear of being 
in a confined space), necrophobia (fear of a corpse), agoraphobia 
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(fear of open, limitless spaces), and photophobia (fear of bright 
light). 

Obsessive-Compulsive Reaction. An obsession is a constant pre¬ 
occupation with a given thought or a complex of related 
thoughts, ■which the neurotic person cannot "shake.” A compul¬ 
sion is an irresistible urge to some land of action, usually the 
physical translation of an obsessive thoughL According to Freud, 
the background of the obsessue-compulsK-e.reaction is ritualism 
—an ageless phylo^neiic inheritance of man schich is seen both 
in primitive societies and in contemporary dvilirauon. In the 
latter, religious and fraternal rites are examples, but es'Cn more 
familiar in es-eryday life are such common responses as the phrase 
“God bless your following a sneere. Examples of extreme, and 
distinctly neurotic, compulsions in mature indisiduals are the 
urge to rneraorize license piate numbers of passing automobiles 
and the attempt to avoid stepping on a crack in the sidewalk. 
This son of compulsion was immorialued in the case of Samuel 
Johnson, SNho meticulously ran his cane over each picket, of die 
fences he passed. 

In the discussion of crimtnalit)' In Chapter 9, the question 
of ps>chopathy sersus neurosis is raised. The borderline is 
anno)ing!> unclear. Consider the arsonist, for example. He 
may appear as a plain, ordinaiy insurance-pilfering airalnal, 
but, in reality, he may be a pyromanhe, driven by a morbid, 
compulsise drise to produce a conflagration. There appears to 
be a definite assodslion between pyromania and arrest at the 
infantile level of psychoscxual dcselopment. particularly in gen- 
iul orientation (pyTOmaniacs base admitted getting a sexual 
"lift” from ^\-atching the destructis-e results of their acts). Once 
this sexual gratification has been adu’es’ed, the "firebug" is 
overcome sviih remorse, but when he next feeb the urge to light 
a fire, he yields readily to the obsession. 

A similar diagnostic challenge occurs in separating the neurotic 
JLJef inmaniac who obsessively steaU. onnot deny the compulsion, 
and suffers an emotional conflict involving frustration of acquisi¬ 
tive desires, from the ordinary shoplifter who punues his feloni¬ 
ous activity solely for personal gain. 

Hypochondriacal Reaction. The hypochondriac calls for little 
o:planauon. TTie pattern of endlcH complaints about both real 
and imagined pains and organ dysfunction b well-ssom. Less 
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appreciated is the manner in svhich the neurotic person uses 
his hypochondriacal reaction as an insiruinent for gaining satis¬ 
faction, usually in the realm of interpersonal relations. Here is 
Aunt Martha and her strategic "headache.” ^Vhen domestic up¬ 
heaval presents itself, or when life “just seems too much," she 
has a sudden, blinding, incapacitating occipital pain. She must 
lie down, alone in her darkened boudoir with a basin of cool 
water, hvitch hazel, and gauze pads at the bedside. No bickering 
now, no noise. Everyone must move on tiptoe while Aunt 
Martha is “recovering." Is her headache shammed? Not at all. 
It is a real pain, perhaps as excruciating as that of brain tumor; 
and what is worse, it is relentlessly habitual. This lady’s neurotic 
behavior threatens to, and often does, become the guide to, and 
standard of, domestic protocol, 

AH the hypochondriacal Aunt Marthas are therapeutically 
rccalcitranL "Iliey traipse in and out of physicians’ offices, smiling 
and patronizing, condescendingly allowing examinations to be 
conducted and prescriptions to be wiiuen. They may even 
follow doctor's orders for a brief time, but the thought of being 
relieved of symptoms Is unbearable to them. So it's on to another 
physician, perhaps to a surgeon, or (usually at the end of the 
road) to a psychiatrist, ^fany, however, are taken in by cultists 
and quacks, in a vain attempt to fmd a cure. 

Death Wish. A decade or more ago much attention was given 
to a category of psychoneuroses which is no longer recognized 
under its earlier descriptive designation: TJtfurasf/tenin. Its prin¬ 
cipal manifestation was fatigue, which led to the belief that it 
was 4ue to some "weakness" of the ners-ous structure. Proof of 
such causation was, however, lacking, and the category was 
eventually discarded. Nevertheless, studies in Industrial mental 
hygiene (e.g., those of Halliday in Scotland) showed convincing 
evidence that a large proportion of accidents and of time lost 
through illness can be traced to neurotic patterns of behavior 
in employees. It is, of course, recognized that the possibility 
of malingering is always present, but Halliday's studies revealed 
many examples of workers who repeatedly injured themselves 
seriously in spite of the most modern safety equipment and in¬ 
tensive instruction in safe work practices. Such persons are 
described as “accident prone.” Neurological examination of these 
individuals fails to reveal any organic pathology. In a static 
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seme, one might say that they are unusually susceptible to 
fatigue, -which lowers their capacity for attention and their reac¬ 
tion time. More dj-namically, hosves-er, it has been suggested that 
these persons unconsciously wish to be ill, wish to be injured. 
In its greater extension, this theory has been described as a death 
wish. Indeed, the psychiatrist hears again and again from 
neurotic patients that they feel they are "unworthy,” "inade¬ 
quate,” "not fit to live.” Frequently, repeated accidents “unavoid¬ 
ably” incurred, serve as reality substantiation for an inner feeling 
of futility. Deep probing into the life problems of these indi¬ 
viduals invariably uncovers a strong, unconsdous seme of guilt 
whicli carries with it an equally strong emotional desire for 
punishment The aeddent is the outivard s)Tnbo!ic realization 
of this inner complex of feelings. Paradoxical tliough it may 
seem, the complete fulfillment of this unconsdous demand would 
be acddental death. The majority of psychoneurotics, however, 
are content with less than lethal gratification. 

Convenion Hysteria. Hippocrates (460-559 or 377? B.a), "the 
father of medicine," believed that nerx'ous disorders occurred 
only in females and, therefore, attributed these emotional reac¬ 
tions to malfunctioning of the womb (Or. kyster). He coined 
the diapiostic term "hysteria.” Sigmund Freud gave ps)*chiairy 
the phrase "conversion hysteria," to describe the symptom com¬ 
plex whereby an inner psychic conflict, sodally unacceptable 
were it ov’crily expressed in its actual content, is permitted 
consdous release of temion through the soma (body) and is 
finally presented as a physical complaint or illness. Modem 
psychiatry, in a broader approach to this subject, prefejs the 
term “psychosomatic" disorder (sec Chapter 5). 

Neurotic Depression. Sadness is a normal emotional response 
to a grief-provoking situation—loss of a loved one, defeat of 
one’s country by another, etc The mood is “adequate” if the 
cause for it is likewise "adequaic.” Abnormality enien the picture 
when a person i$ a^ci^-belmed by znelanckolia tor no apparent 
reason (“I feel very blue and can't tell you uhy'7 or when the 
reason for the sadness is comparatively trivial (e-g., "Fve been 
^ef-stricken ever since our team lost"). Another element of ab¬ 
normality is pathologically protracted melancholia, formally 
knosvn as “reactive depression.” In such an instance time does 
not heal all wounds, and the afflicted person grieves for months 
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or years, whereas the average individual would have returned to 
normal spirits in tveeks. This is the widow who weeps and tvears 
mourning for the rest of her life in masochistic, inconsolable 
grief. A detailed discussion of melancholia, particularly as a com* 
plication of the menopause, is offered in Chapter 14. 

TREATMENT OF PSYCHONEUROSIS 

A reasonable approach to the treatment of the psyclioneuroses 
was established by E. A. Strecker and F. G. Ebaugh. Many years 
ago they pointed out that any plan of therapy must be elastic, 
for it is a serious mistake to treat neurotics by rote. No two 
penonalities, life histories, minds, or emotions are the same. 
Further, the ego in each of us subscribes to the "me first" prin¬ 
ciple. Consider the man on his way to the operating room- 
object: appendectomy. The orderly tries to reassure him, "Dr, 
Jones is svonderful. He has never lost a case.” "Sure," (he 
patient retorts, "but there’s always a first time." 

Treatment, therefore, must be custom tailored. The line of 
therapeutic attack will be modified not only by the patient’s 
characteristics, but also by tire psychiatrist’s personal assets and 
his experiences in handling cases of neuroses. Treatment begins 
the instant the patient enters the doctor’s consultation room. 
Often it has been said that the doctor’s attitude should be strictly 
impersonal. Fortunately for sufferers of neuroses such an attitude 
is practically impossible to acquire. Remoteness and imperturb¬ 
able intellectual detachment may satisfy tire therapist but the 
patient, too, will remain aloof and the treatment program will 
be stymied before it begins. What the sick and emotionally 
disturbed individual requires most is empatheiic interest in his 
difficulties. Without emotional rapport ("transference") no thera¬ 
peutic progress is possible. Without transference there can be no 
"free association." By the latter is meant a jpo nta ncQ us_associa: 
tjori of idea i_ and tlmuglits d«r? rte_thefapguti c ia terncws.nnd 
talks j vhe n inhibi tQ ry-f:»~mTy ar e-removed^^.y^^t _when the 
patient speaks o! his^ thou ghts as t hey become.s nontaneously 
coiwcioiij, they.are~s-oiccd-wiih__BiiIe orjio rationaI_^or^ ethical 
oriticisnu 

History Taking. The patient has a story to tell, and tiic 
therapist must hear it—all of it—threaded though it may be with 
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inaccuracies, omissions, prejudices, appeals for s)Tnpaihy, and 
exaggerations. The practitioner who brushes aside the frailties 
of his patient as superfidalhies runs the risk of ignoring some 
of the information most valuable to him in his therapeutic 
approadi. The patient's story plays a more significant role in 
medidne than is generally recognired. In this regard, the words 
of Felix hfartMbinet, editor of MD, bear repetition: 

"The most res’ealing historical document on the medical 
progress of an epoch is not a list of its foremost figures or dis- 
cos'cries, but any clinical case history made by a conscientious 
physician at his patient’s bedside. . . . This is Ae most authenic 
form of making medical history. 

"The clinical case history fully reveals the concept of disease that 
prevailed in a given epoch and portrays the physician’s search 
for the nature of the disease. In that search nothing has been so 
important as the advent of the biographic concept of disease, 
which considers it a dynamic process that des-elops across time 
in the patient's life, as against the ontologic concept, which con> 
siders disease as an autonomous entity endowed with a natural 
history. 

" . . If the present . . . approach of treating the patient as a 
whole penon is not enough to indicate its value . . . recall the 
intriguing assertion made by the Hamburg clinician, Arthur 
Jores, that of the two thousand affections knorni in human path* 
ology, we know the etiology of less than half, these being pre¬ 
cisely those that man has in common wth [other] higher mam¬ 
mals. The rest, of which we know their pathogenesis but little 
or nothing of their etiology, arc specifically human diseases. This 
means that in order to sohe their eiiologic secret s%’e must have 
a greater knowledge of man. Hence the ever-increasing tendency 
to make of medicine medical anthropology, that is, knowledge 
of the human being Us’ing by that anomalous and painful way 
of life represented by disease." • 

WTiile the foregoing is intended to apply to all forms of disease, 
it is strikingly applicable to the psy^oneurmes. Because these 
are compromises sviih the inner and external environments, 
extremely important will be the patient’s family background, his 
early rearing, his sodal, occupational, and spiritual exjwiences 

• F<Ux !.fartMMnez, “Disease as Biography" (editorial) , .SfD, The .yfedial 
ICacmaganne, 2:11 (October. 195S), 
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(especiaJly those prior to the appearance of neurotic manifesta¬ 
tions), and the history of the emei^ence of the neurotic reaction 
pattern. This need not be accomplished in a rigid, formal struc¬ 
ture of question-and-answer; in fact, it is better for the therapist 
to work gradually into the history by listening to the patient's 
ot»7i account of the nature of his symptoms. Often the neurotic 
person is tense, Vforried, and anxious to unburden himself, and 
he will obtain some measure of relief in being able to describe 
the troublesome symptoms. He wants to "talk himself oui"--to 
"ventilate”—and he will find satisfaction in doing this later on, 
when supplying data for the various divisions of the history. 

The patient's revelation of Ids history will not be a neat, 
orderly account. The information is seldom given in chronologi¬ 
cal sequence; the patient may dwell on some factor which later 
proves to be inconsequential in terms of the neurotic reaction; 
be may falsify data, consciously or unconsciously; or be may 
omit many of the links which, while they are factually trivial, 
are fundamentally significant elements in the total emotional 
framework. Usually the missing data have been repressed. The 
psychiatrist will recognize such omissions .ind may encourage 
the patient to fill in the gaps if this will not generate antago¬ 
nism (and hostility) in the patient with consequent refusal to 
supply further information. Or the therapist may let it pass, 
knowing that at a later stage of the history taking the patient 
may uncover the repressed factors. P-irticuhrly vital in the life 
history will be the patient's account of bis interpersonal relations 
(especially those with parents), for these repeatedly turn out to 
have a bearing on die neurotic reaction; they are not uncom¬ 
monly the core of the problem. 

The history of the neurotic reaction itself needs to bo exhaus¬ 
tive. The patient is urged lo assign a date for die onset of the 
neurosis (it is seldom the actual date). The setting, personal 
and environmental, w’hich existed at the lime is closely scruti¬ 
nized. Each major sjmptom is rcvieived in retrospect from the 
time of its fint appearance, and the incidenvs as well as the 
patient's reactions to them are noted. He is encouraged to give 
his own opinion of the causative factors, and no clinical ''holds'* 
are barred. "I don’t know" and similar responses are not allowed 
to pass unchallenged. This is not analpis, it is history taking; 
the thciaplsi makes use of thb early contact with the patient to 
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obtain clues which will be valuable and which will influence the 
therapeutic program. Again it is necessary to emphasize that this 
procedure cannot be inflexible. Some neurotic individuals are 
less repressed titan others, and in their cases the psychiatrist can 
avoid protracted probing at a future time by stimulating as 
many revelations as possible in the history-taking stage. 

The Physical Examination. The second step in the treatment 
program must be thorough, drasving upon the ultimate in skill 
of the internist and the best available clinical laboratory services. 
There are at least three reasons for this: in the first place, im¬ 
portant somatic pathology may be, and often is, uncovered; 
second, the examination itself, if it b a searching one, has a 
beneficial effect on the patient; third, the psychiatrist is placed 
in an advantageous and authoritative position for subsequent 
therapeutic management of the case. Secure in the knowledge 
that he has acquired of the patient's physical status, he will be 
able to weigh the subjective phenomena. For example, if the 
patient complains of pain in a given area, and there is no evi¬ 
dence of serious pathology, the psychiatrist will be able to place 
whatever transient pathology there may be in its proper per¬ 
spective. 

Orientation of the Treatment Program. IVhile this, the third 
step in the therapeutic program. Is cliiefiy the concern of tlie 
psychiatrist, the reader may wish to understand how the treat¬ 
ment procedure is noiv crystallized in a definite plan based on 
the information thus far obtained. The psychiatrist must answer 
several questions of his own: What b the apparent origin of the 
neurosis? What are the relative weights of tlie psychogenic, 
somatogenic, and environmental factors? Is the organic pathology 
serious enough to indicate hospital or sanitarium treatment? Is 
the neurosis of a type which should be analy'zed, or would analy¬ 
sis other than on a superficial level do more harm than good? 
(It may be that the physician should limit therapy to simple 
explanation, persuasion, and suggestion.) Are the social-ens iron- 
mental elements serious and capable of preventing tlie pauent 
from solving his problems? Are they capable of correction? If at 
this point the psychiatrist does not have satisfactory answers 
to these questions, lie knows he must delve further into the 
unconscious mind of his patient. 

The Authoritative Interview. In the authoritative interview 
the psychiatrist does not seek information; he imparts to the 
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patient his conclusions about the dynamics of the neurosis. He 
attempts to have the patient understand the main issues: the 
need for correction of ph>sical liabilities or for further probing 
of psychogenic factors. In the case of the latter, he ts'ill work out 
the situations svith the patient so that the manifestations of the 
neurosis will be undentood as symbolic expressions of uncon¬ 
scious anxiety and tension. AVhen the precipitating factor is 
some purely sodal-environmental situation against which the 
patient is rebelling, the patient’s interpretation of this problem 
may have become involved with his deeper anxieties. Tlie psy¬ 
chiatrist in this case will help him to understand that the immedi¬ 
ate situation is superficia!. and should not be allowed to cause the 
patient to lose his perspective. 

Intelligent treatment of the neuroses requires that es'ery in¬ 
dividual case be appro.iched in terms of its causative factors, in 
such a way that stress is placed upon those factors which can be 
modified. Factors which cannot be altered are recognized as such 
and the patient is trained to tolerate them. This pattern is 
actually followed by the patient himself when he is undergoing 
formal psychoanalysis; in other therapy programs, it is the 
psychiatrist who has the patient follow this plan. 

The Criterion of Insight. No neurotic should be told that he 
is “cured" merely because his presenting symptoms have subsided 
or disappeared. If he has not attained insight into the underlying 
causes of his neurosis, he will only fail into some other type of 
neurotic reaction as a “compromise.” Ses-eral investigators have 
maintained that in a large number of cases the neurosis is the 
best possible adjustment the patient can make, and that he 
can only be helped to live in relative equilibrium. The psychia¬ 
trist must avoid making rash promises with regard to the pos¬ 
sibility of recovery. Not only does this tend to alienate the 
patient (who may still be clinging to his neurosis as a life 
preserver), but he may fail to develop confidence in the psychia¬ 
trist if immediate improvement is lacking. 

There is mucli more to be said about treatment of the deeper 
tensions and anxieties ssliicli impinges on the general subject of 
treatment of all mental disorders. In Chapter 8 (''B.ick to Mental 
Health—Treatment”) will be found discussions of the following 
matters as they relate to the psychoncuroses; simultaneous treat¬ 
ment by psychiatrist and internist; tranquiluing drugs (atarac¬ 
tics); psyclioihcrapy; psyclioanalysts; hypnosis; and re-education. 



y: Flight into Another World—Fsychods 


From the contrast drawn in Chapter 6 between neurotic and 
psychotic reactions, the reader has gathered that the neurotic 
person is acutely aware of the troubled state of his personality 
and his behavior, but not. however, of the hidden elements, and 
his neurosis may be the best available solution to his difficulty, 
■WTiile he does not meet his problem head-on, he does male an 
attempt, however oblique, to resolve his anxiety in the sphere of 
reality. For the psychotic. hone\-er, the only solution appears to be 
flight into another world—a s»orld of his omt) design which he can 
control. For him. the real svorld is too restrictive, too dictatorial, 
too unsympathetic, and insecure. A^rdingly, the psychotic re* 
jects this world and creates his ouit galaxy of associates and situa* 
tions, in some cases et en his os%7) language. 

REGRESSION' 

A significant feature of the psychotic's personality is its re* 
semblance to the personality of babyhood. If, prior to the 
emergence of the psychosis, the indiridual has made a passable 
adjustment on an adult lesel, it must be assumed that he has 
relumed to the infantile Xes’el—that is, he has recessed. It is this 
dynamic, psychological occurrence that determines tvhat spedfic 
psychosis a mentally ill person i^ill develop. If the prepsychotic 
personality is charaaerized by suspiciousness, a tendency to 
misinterpret the w’ords and intentions of others, eta, the illness 
to be anticipated—if one is to develop—is that of a paranoid 
psychosis. If the personality Is marked by mood swings ranging 
from elation to abject depression, a manic-depressive psychosis 
will be the future reaction. 

By regressing, the patient retraces his steps to the protective 
$8 
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shell of security which he knew in infancy’. There, beyond the 
reach of society’s limitations, he constructs his own, thoroughly 
satisfying world of fantasy, where he can rule supreme with 
the “magic omnipotence" described by Freud. The fantasy 
world of the psychotic is patterned after the experiences of his 
earliest years. This accounts for the psychotic patient’s regres¬ 
sion-speaking incoherently, soiling unashamcdl). and requiring 
personal care and feeding, perhaps curled up in the comer of a 
room, hunched over in the “uterine position” which is the acme 
of regression. Reverting to behavior associated with the fabrica¬ 
tions of childhood, he "sees" and “talks to" real, hut nonpresent, 
or fictitious beings (hallucinations); he believes what he wants 
to believe, whether or not such beliefs arc logical, feasible, 
or factual (delusions). Similarly, like the infant, the fully de¬ 
veloped psychotic presents varying defects in his orientation, 
intellectual assets, responsiveness, and judgment: above all, he 
lacks insight. His thinking is "autistic"; that is. he is preoccupied 
with ideas that range from a mixture of fantasy and reality to 
complete exclusion of the real world. 

The similarity between infantile and psychotic behavior has 
another equivalent—primitive life, where social custom is such 
that unrestricted comportment is characterized by personal grati¬ 
fication before consideration is given, if at all, to the group. 
Studies of aborigines reveal typical feral, childish, uninhibited 
practices. In Freud's notable work, Tolern nnd Taboo, these 
three are calibrated equally: infant behavior, primitise thinking, 
and psychotic regression. How often is the unchecked child 
described as a “little savage"? 

Furthermore, the aborigine, the infant, and the psychotic, each 
concerned with an egocentric drive to satisfy his own desires in 
a ruthless and swift way, is said to be "pragmatic" in tliinking 
and action, after the "practical" philosophic conrcpis of William 
James and Charles Sanders Peirce. His thought or wish is directly 
executed in an action designed to gratify his immediate need, 
regardless of the consequences. 


SOCIAL MALADJUSTMENT 

Another, and very practical, consideration that distinguishes 
the psychotic from the neurotic reaction involves the capacity of 
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the individual to move about on his own in society. The sufferer 
from a neurosis may be an in[em 2 } nuisance to his assodztes, 
and his eccentricities may interfere with his family relationships, 
his job, and his community activities. But he is usually able to 
“get through the day," cope svith the average demand of the 
milieu, complete his work, and ^nerally conduct himself in a 
manner neither threatening nor annoying to himself or to oihen 
in his environmcnL Ordinarily this cannot be said of the psy¬ 
chotic- As will be seen in the discussions of the psychoses which 
follow, his impaired judgment, fm disordered interpretation of 
persons and cs-ents, and the serious disruption of his ability to 
communicate may lead him to behave in vsys that may result 
in injury*, destruction, and turmoil, or at least in confusion. 
The psychotic may lack interest in reality factors to the extent 
that he is unable to care properly for himself, his family, or his 
property. This has provided the basis for the legal attitude con¬ 
cerning insiitudonaluation of a ps)chou'c who requires this 
‘“for his otvn welfare and/or that of the communit)’.*' IVTien there 
seemed to be little hope for improving the lot of the ps)xbotic 
penon, much less "curing” him, the foregoing attitude was 
warranted on humane grounds. Recent developments in the treat¬ 
ment of these seriously incapaa'taung mental disturbances have, 
how'ever, suggested that we might well revise our concept of the 
position of the mentally ill in the community. 

It is not true that all psychotic persons require institutionaliza¬ 
tion. Some, whose conduct is not offensive or menacing and who 
create no personal or community problem by remaining in the 
environment, receive treatment at an out-patient clinic, a "day” 
(or “night”) hospital, or in the office of a privately pracudng 
psychiatrist Likewise, thanks to rapid progress in contempcraiy 
therapy, more and more hospitalired psj'choiic patients are being 
relea^ (and not too long after admission) to continue treatment 
on an extramural basis. 


VARIETIES OF PSYCHOSIS 

A ps)chosis may accompany or be due to several somatic 
afflicuons; infections, poisons, injury, epilepsy, senility, arterial 
thickening, menopausal changes, brain tumor, endocrine disturb¬ 
ances, mental retardation, etc 
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More commonly, however, a psydiosU arises sui generis^ as a 
"functional” process—i.c., with no discernible, tangible, or de¬ 
monstrable organic pathology. The commonest types of func¬ 
tional psychoses are: schizophrenia, manic-depressive psychoses, 
paranoia, and paranoid conditions. Of these, schizophrenia 
accounts for most of the patients in mental hospitals. This 
mental disorder and the psychic afllictions of the aged are respon¬ 
sible for the institutionalization of two out of every three mental 
patients. It is the functional syndromes that have defied all 
efforts to establish specific causation, hence the qualifying adjec¬ 
tive "functional.” 

Schizophrenia. This disorder was originally named "dementia 
praecox" by Emil Kraepelin, "the father of modern psychiatry," 
in recognition of one of the disease's principal characteristics, 
childishness in behavior and speech, which supported the notion 
that illness developed during early yean, hence "dementia of the 
young.” As accumulated clinical d.ata and newer diagnostic 
concepts evolved, it became apparent tliat die condition often 
takes years before it manifests itself, by which lime the victim 
is well into later life. This latter situation prompted the Swiss 
psychiatrist, Zugen Bleuler, to introduce the term "schizo¬ 
phrenia” which means "split mind." Tills descriptive term more 
aptly covers the nature of the symptoms and the patient’s pre¬ 
occupation with an unreal world, i.e., his “bodily" presence in 
society and his "mental” residence in the universe of fantasy 
—the "split personality.” The reader is cautioned not to take the 
word "schizophrenia" too literally, since there is no intention to 
imply that the brain is separated into two components. For that 
matter, medical science still aivaits conclusive evidence of any 
specific brain pathology in this disorder. 

Schizoplirenics arc invariably asoaal—sometimes antisocial— 
scclusivc, "lone wolves,” and introverted. Very early in their 
history they may have been precocious (lienee "praecox"), keen 
scholars, •'bookworms," exceptional students who were regarded 
as “geniuses" and who wtjc always too busy to squander their 
time on social activities. Sdiizophrcnic individuals m.iy be sulky, 
withdrawn, retreating more and more from environmental life 
factors. Emotional giving is foreign to them; accordingly, their 
interpersonal relations arc poorly maintained or nonexistent. 

Schizophrenia includes several types of reactions, Uie common- 



62 Flight into Another IVorld—Psychosis 

est being: simple, catatoniti hebephrenia and paranoid. A 
schizophrenic patient who has marked mood swings, not unlike 
a manic-depressive case, is often diagnosed "schizophrenic-affec¬ 
tive disorder." WTiere there b clinical doubt as to whether a 
patient is neurotic or is schizophrenic, or where neurotic features 
are prominent in a schizophrenic, or svhere a neurotic patient 
seems to be heading for a frank schizophrenic psj-chosis, terms such 
as "pseudoneurotic schizophrenia" may be emplo) ed. The designa¬ 
tion "schizoid” means "like schizophrenia." It should be remem¬ 
bered that the diagnoses of these ps)’chotic reactions are purely 
descriptive. All tjpes of schizophrenia may be characterized by 
halludnaiions, delusions, aberrant Ideas, bizarre behavior, un¬ 
predictable movement, intellectual deterioration, orientation de¬ 
fects, etc, in varying combinations and degrees. There is no 
fixed "rule" by S'.hich certain signs and symptoms are specifically 
or exclusively peculiar to any one type, and there is. as in mc»t 
psychiatric categories, a "mixed" type, indicating a combination 
of the characteristics of or more schizophrenic reaaions. 

Simple SaiizoPHRtMA. The simple schizophrenic is the indi¬ 
vidual who expresses his distaste for life by utter indifference and 
apathy. Nothing in his environment attracts or stimulates him. 

Catatonic SanzopHTi£.MA- This disorder is marked by a 
"breakdown" {kata) «n posture, i.c., muscle tone (tontu). There 
are several varieties, the extremes of which are known as "cata¬ 
tonic stupor states." The pauent may have a suggestible or a 
negative response. In the former, he may exhibit cerca flexibil- 
itas or waxy flexibility—his arm can be brought up over his 
head where it will remain from several minutes to as long as an 
hour. His language and movements may be constantly repetitious 
(stereotyped), examples of which arc "echolalia" (the constant 
iteration of a word or phrase heard), and "echopraxia" (the 
continued repetition of a movement seen). The patient may, 
on the contrary, resist any manipulations or su^esiions, aaively 
or passively (both are examples of "negativism”). In an active 
response, the patient’s behavior is impukive; he may become bel- 
lit^rent, even to the point of attempting homiddal attacks or 
suicide. In a passiv e state, the patient may retain a fixed, bizarre 
grimace, lips dosed and protruding (“schnauzkrarapr'). He may 
remain immobile and mute, refuse food, and be inaccessible to 
painful stimuli. 
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Paranoid SanzoPHRENu. This type of patient reacts to ever* 
changing, illogically associated delusions. He is outstandingly 
suspicious, withdrawn, disagreeable, unco-operative, defiant, an¬ 
tagonistic, and asocial. Often, there is evidence of repressed homo¬ 
sexual tendencies. In an interview the patient may be evasive; 
he may even refuse to answer questions or discuss his case. 

Hebephrenic Schizophrenia The descriptive term hebephrenia 
literally means a “tired mind," symbolic of the patient’s total 
indifference, apathy, regression, asocial manner, and complete 
disinterest in reality. 

Manic-Depressive Psychosis. Also known as ‘'c>’cloth)Tnia’' 
(cycle of moods), manic-depressive ps^'chosis is a severe mental 
disorder the clinical indications of which are manifested chiefly 
in exaggerated emotional clianges which may be abrupt or grad¬ 
ual in onset. The diagnosis has been made with less frequency 
in recent times because, without doubt, many manic-depressive 
disorders are early, emotionally cliarged manifestations of ap¬ 
proaching schizophrenia. Paralleling the mood changes are 
changes in thought (as expressed in speech) and movement. The 
manic aspect presents the disorder in its "up’’ stage, characterized 
by increase, as it were, in the three areas of speech, movement, 
and emotion: in the depressive aspect, these are reduced. If one 
stage follows the other, the altliction is described as “circular." 
The following table explains the features of manic and depressive 
typa; 

MANIC 

"push" or overproductions 
of Speech; "wealth," I 
'■flight," and "leveling" off 
ideas j 

cbtion, euphoria, exalta- { 
lion, hypomania j 

h^e.mt,,r«u™nca, 1 . .. , - 

etc. J \mobiUty 

A syndrome with some features of both manic and depressive 
elements present at the same time is known as the "mixed" type. 

Paranoia and Paranoid Cbndiiioni. The word "paranoid" has 
seicral .applications in psychiatric nomenclature. This term and 


DEPRESSIVE 
•dearth of ideas resulting in 
underproduction of speech 
esen to the extreme of 
.muthm 

{ udness. melancholia (wiUi 
or without agitation) to the 
point of suicide 

fhsTwactivitv. uo to im. 
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"paranoia" have crept into everyday parlance via television, 
radio, novels, and ness-spapers, and are now glibly, interchange¬ 
ably, and often incorrectly used. The words (para, faulty-f noux, 
mind) refer to a state of mind in which the individual is inordi¬ 
nately and unjustifiably suspidotis of the intentions of odicn. 
It is a natural, almost reflex action to be svary of sycophantic 
flatterers, "neighborhood gossips," and Paul Bunyans, as well as 
to be suspicious of rumon, hearsay, and preachments that lack 
at least some assurance of reliability, substantiation, and truth. 
However, the same attitude (particularly when it is chronic 
and/or the dominant personality feature), directed toward every¬ 
one and everything, is patently abnormal when it is manifested 
without any justification or proof and is emotionally dispropor¬ 
tionate to the circumstances. 

Paranoia. In several of the psychiatric clinical entities, para¬ 
noid features are noted. The mentally ill person of advanced age 
may believe that relatives are plotting to do away with him for 
his property: some schizophrenics express delusions that arc 
chiefly paranoid in content. In these instances, however, the 
paranoid trend is believed to be inddental to the main stream 
of the psychosis. Paranoia per se is quite a different matter. 
It is a chronic disorder of insidious development, characterized 
by penistent, unalterable, systematized, logially constructed 
delusions. The paranoiac is unbearably smug, conceited in the 
extreme. He is possessed of a sharp perceptivity and over-all 
intellect ("has a mind like a trap"), and is thus able to defend 
his central theme of persecution against the most reasonable 
arguments and in the face of all evidence to the contrary. 
Naturally, there is a mistaken premise as the basis for his reason¬ 
ing, but this assumption ("people arc plotting against me"), the 
comentone of the whole edifice of his mind, is unshakable. The 
paranoiac is essentially narcissistic; the drama that he plays out 
in his disordered frame of reference, portraying forces that are 
hostile to him, and his failures, which he attributes to the mistakes 
of others, are a cleverly designed defense of his love object—him¬ 
self. 

Paranoia is a "rare" psychiatric entity—rare, beause the patient 
seldom seeks treatment and because the persecutory’ trend is 
expressed and revenge sought in a sodally acceptable fashion. 
The paranoiac meticulously watches his conduct; he bends over 
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backward to avoid criticism. He is litigious, traveling from court 
to court as the revenge-thirsty plaintifl whose endless suit for 
retaliation is based on a groundless grievance. 

Paranoid Condition. When the persecutory ideas are less 
organized, but ever expanding to cover all phases of life, the state 
is referred to as paranoid oandition. The delusions are poorly 
integrated and are usually accompanied by others of reference 
and inHuence and by hallucinations. Unlike the delusions of the 
paranoiac, the expression of these ps)chotic elements is in terms 
of phantasy rather than of reality. Many authorities, with whom 
this writer agrees, believe that paranoid condition is nothing 
other than a synonj-m for paranoid schizophrenia. 

SYiNfPTOMS OF PSYCHOSIS 

The most serious barrier to progress in understanding the mcch- 
anisnu and causation of the psychoses is the impairment of 
communication, which renders these patients more or less inac* 
cessible. Indeed, the principal value ol the ataractic drugs (‘‘tran¬ 
quilizers’*) has been tlieir effect in breaking through this curtain 
to pave the way for psychotherapeutic efforts. It is precisely be¬ 
cause the psychotic “draws into his shell'' that the recognition 
and diagnosis of these conditions have had to be inferred from 
presenting symptoms and signs. Compare this situation with that 
of the aricriosdcroiic person, whose circulatory disorder can be 
detected on c-xaminaiion, and with the psychoneuroti^ who is 
in communication with reality and can therefore be “reached” 
through interview and discussion. 

The Significance of Symptoms. In the psychoses, as in Uic 
psydioncuroses, and indeed as in all of human behavior, the 
characteristic attitudes and behavior of tiie individual are re¬ 
flections of tlic past. ^Vhen it is possible to establish contact with 
a psychotic penon, the content and emotional tone of his halluci¬ 
nations and delusions will be found to stem from early life trauma 
sucli as frustration, fear, guilt, and the like. With the same 
objective as Aunt Martha (of whom we spoke in Qiapier 6) 
tvho resorts to a headache to control her surroundings, the 
scliiiophrenic patient weaves his delusional afghan to resolve hts 
unconscious fears. The neurotic is conscience-ridden, and han¬ 
dling of his problem tends to be complex and symbolic; the 
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psychotic, motivated by his dominant unconscious, is unconcerned 
with the requirements of the outside world. His behavior and 
expressed attitudes may also take on a strange, involved pattern 
of a symbolic nature. Usually the central theme is an infantile 
emotional equivalent-hence, the general agreement that this is 
a "regressive” process. It should be borne in mind that isolated 
S)Tnptoms of mental disorders are of no value in an attempt to 
understand a given case. To liave meaning, they must be studied 
as part of the holistic pattern that makes up the psjchotic or 
the neurotic penon. 

Symptoms are the overt manifestations of unconscious desires, 
drives, conflicts, guilt and inferiority feelings, frustrations, and 
resentments, which are, at best, compromises as modiHcd by the 
superego (conscience) through the ego. Therefore, a symptom is 
a "symbol** of some aspect of inner mental life. 7*he commoner 
symptoms are divisible into nine groups, some of which are 
purely desaiptive of the patient's reaction to life's stresses. 

<1) Disorders of Perception. Perception is the action of the 
mind by which it refers its sensations to an external object as their 
cause. It is to be distinguished from sensation, conception (imagi* 
nation), and judgment (inference). 

Illusion. An illusion is a false interpretation of a sensory 
image. This is not uncommon under certain drcumsunces, e.g., 
the well-known desert mirage of an oasis. 

Hallucination. A hallucination is a sense perception not 
based on objective reality. One or more of the five semes may be 
Involved: auditory (hearing, visual (sight), gustatory (taste), 
tactile (touch), or olfactory (smell) hallucinaiiom. 

(2) Disorders of Thinking. We are able to judge a person’s 
thinking through his use of language (including speech and vitIc- 
ing) and movement. Thus we can determine whether a patient’s 
speech is coherent, relevanL and orderly, that is, whether he 
av’oids “flitting” disconnectedly front one subject lo another. 
Does his thinking represent a "poverty of ideas," does it yield to 
suggestion, and is it logical in its progression and realisu'c in 
content? 

Delusion. A delusion arises without external stimulus and 
provides significant clues to the patient's problems—frustraliom, 
feelings of guilt and inferiority', inadequacies, rejections, desires, 
etc. Delusions of "grandeur" are compensations for unconscious 
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feelings of inferiority, inadequacy', or insecurity. “Sdf-accusatory" 
delusions arise from the failure to repress unacceptable thoughts 
and desires. Delusions of "persecution" arise from inner threats 
of unworthy desires and of troublesome and distorted aspects of 
the personality, outwardly projected as hostility coming from the 
environment. 

Ideas of REfERENCE. These ate the patient’s beliefs that re¬ 
marks and/or actions of others refer to him when such is not 
the case. 

Ideas op Influence. Such ideas refer to the beliefs that un¬ 
pleasant and painful forces are incap.icitating. particularly in 
the sexual sphere. Common examples of ideas of influence would 
be thought control, lelepathv cxerietl by others on the patient’s 
mind, disability from outer space missiles, etc. 

(3) Disorders of Consciousness. Disorders of consciousness or 
"awareness” imply defects in the indtsidual’s "cleannindedness." 
A patient may be confused, unable to grasp what is said to him 
because he is bewildered or disoriented. The degree of clear- 
mindedness ranges from sharp awareness to contusion, through 
cloudy and hazy consciousness to the e.xtremes of stupor and 
unconsciousness. These disorders include delirium, fugue, and 
dream state. 

Deurium. This is more than a disturbance of consciousness. 
Acute in onset and in its course, delirium is marked by aimless 
overactivity, besvilderment, disorientation, incoherence (or dream¬ 
like thinking), hallucinations, and illusions. Delirium is noted 
usually in high fevers or in toxic states, notably alcoholic delirium 
tremens (the d.t.'s). (For a discussion of delirium in psycho- 
neurosis, see Cliaptcr 6.) 

Fucuf. As in music, fugue means a flight, from reality or the 
tstablishcd norm. The victim "rum away" literally and |>s)cho- 
logicaily from his customary ensironmcni and, when restored to 
conscious realuation, docs not recall (like the victim of amnesia) 
what has happened or where he has been during the fugue. 
(The fugue state in psschoneurosh is discussed in Cliapter G.) 

Dream State, akin to delirium, arises from an inner mental 
source rather than an outer influence (feser or poison). The 
patient does not recognire his environment and, in response to 
hallucinations, may run away (fugue), may resort automatically 
to acts of violence, or may behave in a fashion diamcirically op- 
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posite to his usual mode of living. Dream states are common in 
epilepsy (Van Gogh’s later years ser\'e as a classical example) and 
in certain neuroses. 

(4) Disorders of Apperception. WTren a patient “pays no attcn* 
tion" to what is said to him, or fails to react to an experienre— 
from an abnormal response to none at aJI-he is said to has-c 
disordered apperception. Apperception can be defined as the 
mind’s ability to “recognize,” appreciate, esTiIuate, and digest an 
experience. Involved in this mental process are both attention 
and thought. The psychotic patient who has defective appercep¬ 
tion will not undcntand the simplest question, although he knows 
language and the meaning of ivords. He will not be able to 
react normally to usual experiences and situations arising from 
his environment. 

(5) Disorders of Attention. These range from intense con¬ 
centration, through distractibilhy. to complete inattention. 

(6) Disorders of Orientation. Orientation is the relation of 
oneself to time, place, and people. A patient may not only fail 
to identify himself correctly in relation to these three factors, but 
he may also “confabulate" to the point of mlsideniifying persons 
who are well known to or intimately associated with him. 

(7) Disturbances of Affect (Mo^). The prime criterion in 
judging an individual’s affect or appropriateness of emotional 
expression is his mood. WTien a person laughs, is the provoking 
stimulus a proportionately humorous one? The disorganized 
patient who expresses mirth in response to a grief-arousing situa¬ 
tion is said to manifest “inappropriate affect.” Usually, such an 
individual is laughing at something humorous arising from his 
own tvorld of fantasy and is ignoring the sorrowful event in the 
tvorld of reality. 

Depression is seen, depending on the situation, in varying 
degrees of sadness and melancholia. (Neurotic depression is dis- 
cused in Chapter 6 where anxiety and tension are also de¬ 
scribed) Pleasurable affect ranges from normal happiness and 
joy through “euphoria” (a feeling of abnormal ti-ell-being), to 
“elation" and the smug, self-satisfied mood of “exaltation." The 
patient svho, because of his profound apathy and indifference, 
fails to respond emotionally to either sorrow or joy is said to 
present an "inadequate affect.” 

Panic More than fear, panic is a product of protracted tension. 
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climaxing in abject fright, an intense feeling of insecurity, and 
suspiciousness. It is characterized by a tendenq’ toward projection 
and ego disorganization. 

Ambivalence. This disturbance results in contradictory and 
simultaneous feelings toward the same object. During an inter¬ 
view with his psychiatrist, a patient may speak of his mother, 
using the most endearing adjectives. However, further question¬ 
ing may elicit a deep, unconscious hatred for the parent, of which 
the patient is not consciously aware. Ambivalence is not unusual 
in normal, es’eryday life. A person may express abhorrence for 
fraternities and lodges because of the ‘childish* ritualism, and 
yet be a devout and faithful member of his church, pariidpaiing 
enthusiastically in the fixed ceremonial protocol of the Sabbath 
service. 

DrrERSo.VAUEATioN. This disorder of mood is characterized by 
feelings of unreality and changed personality. The patient may 
say that he feels he is not himself or that he is dead. He may also 
feel that the outside world is unreal. Dcpcnonal/ration is com¬ 
mon in severe depressions, certain neuroses, and schizophrenia. 

(8) Disorders of Activity. Disorders of activity are manifested 
in speech and movement and run the gamut from immobility 
and mutism to uncontrollable restlessness and an unbroken 
babble of svords or sounds. Certain activities, sometimes described 
as "mannerisms," have a repetitious quality, exhibiting "stereo¬ 
typed" attitudes and fixed patierns of speech or movement. Con¬ 
stantly maintained immobility h known as “catalepsy," and 
constantly reiterated speech is termed "verbigeration." M9ii!e 
one patient may resist commands *‘n^.iiivis(tcaHj," another may 
be so suggestible as to respond "automatically." Compuhhc ac¬ 
tion. goscrnetl by an irresistible impulse and usually arising from 
an obsession, is described in detail in Chapter 6. 

(9) Disorders of Memory. Memory requires three mental 
processes: the reception and "registration" of an impression; the 
‘'retention” of the impression; and the "reproduction” or recall 
of the impression, Mnemonic defects may present themselves in 
a chronological, orderly pattern, starting with the most recent 
cscnis and retrogressing to earliest childhood—a "retrograde" 
loss. Or memory may vary' from day to day, remote es’cnts being 
recalled at one lime and forgotten at anotJicr, sviih intcrvali of 
complete and pellucid memory alternating with Uiose of jciere 
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defect The firsi \'ariety fs common in disorders of the aging 
process; the Jatter, knot^T) as * patchy” memory defects, is often 
seen in patients svith hardened cerebral vessels. Of less impor¬ 
tance than the signs and symptoms delineated above are a few 
others whose definitions can be found in the Glossary at the back 
of this book. Amnesia (loss of memory) is discussed in Chapter 6. 

TREATMENT OF PSYCHOSIS 

\\Tiile the la)man has largely abandoned the concept of a 
mental hospital as an “insane asylum,” a place long on detention 
and short on hope, a certain oflUhness and suspicion prevail 
tow’ard institutionalizaUon. There are still many who jj-nonjmize 
hospital and prison, and speak of people being “put away.” Dr. 
Leland Hinsie pointed out many years ago that "the first step 
in a patient’s treatment is his admission to the hospital," that is, 
separating him from the environment in which his mental illness 
des'eloped. Institutionalization of the psychotic patient brings 
him one therapeutic advantage that is not available in an 
out-patient set-up. This is the so-called "total push" program, an 
outgrowth of and logical sequence to the holistic appreciation of 
mental disorders. 

A patient today is nes-er referred to a hospital solely for "treat¬ 
ment of the mind,” which usually meant a weekly interview w’iih 
the psychiatrist. It is the aim of present-day therapy to return the 
patient to the world of reality, literally and psychologically. Every 
component of his total life must be included in the treatment 
program: his family, occupation, community, religion, recreation, 
and the customs and mores of hb ci>tlization. These are some, 
not necessarily all, of the factors imoKed in maintaining inter¬ 
personal relations. 

Therapy in an institution is a twenty-four hour affair. '^Vhat 
can be expected of a patient and what the patient can expea— 
in recreation, occupation, and other spheres of his hospital and 
treatment milieu—is not dbcovered fortuitously, although a cer¬ 
tain degree of trial and error is understandably indicated. Tests 
(personality, performance, apu'tude, etc.) and intervie^vs to de- 
temiine potential or actual interests and abilitie are used by 
every participant in the program: psychiatrist, social ^vorker. 
psychologist, teacher, the occupational and the recreational 
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iherapist, etc. Tliis is known as “assay and inventoiy of the 
patient’s assets.” Testing is exploited to tiie fullest by the treat¬ 
ment team, and it may lead to interests and acliievements Uie 
patient may never have had or acquired; it may well be the all 
important spark that fans the flickering flame of ego drive into 
a glowing fire of healthy, cxiravenctl aims. 

Such over-all treatment is not a liit-or-miss proposition, but is 
carefully scheduled so that each item dovetails with the others, 
be it recreation, occupation, traiiquilization, shock therapy, etc. 
Similarly, such a program h not static. It is modified as progress 
or lack of progress demands. The object of treatment for psycho¬ 
sis is not merely the removal of symptoms and signs; the ultimate 
goal is to return the patient to at least the level of adjustment 
which existed prior to the onset of illness, or to gain for him 
the adjustment he may never have had. 
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In mental or emotional disorders, the sea rch for a Quick cnre 
has proved fruitless. There is no pill, no injection, that can be 
administered which w'll bring the patient bacL to health oser- 
night. The treatment of mental illness involves a therapeutic 
program based on individual needs, emphasizing the principle 
of holistic medicine. The program may be extended over a year 
or more, and ses'eral different therapeutic methods may have to 
be used to achieve satisfactory results. 

In cases of mental illness, perhaps more than in any otiter field 
of medicine, the unpredictability of the indiWdual, his persona! 
outlook, and his emotional make-up, are basic factors for con* 
sideration in diagnosis and prognosb. In cases presenting identi* 
cal symptoms, causes and treatment programs may be widely 
different, and the possibility for cure may be greater In one case 
chan in another. 

In addition to these fundamental dilhculties, the patient, in his 
search for mental health, may find himself hampered in many 
ivays; by suggestions from ill-advised friends and relatives; by 
his owm psychic make-up and response to treatment; by unsatis¬ 
factory home or ivork enriromoents; or by the occurrence of 
somatic illness. 

The reader is therefore warned against leaping to conclusions 
about the efficacy of any of the treatment methods described in 
this chapter. Tranqc/il/rers haue a place ia the management of 
mental patients, but they can nes'er be regarded as a cure, and 
to use them indiscriminately is to court dbaster. Psychosurgery 
has shoivTi some remarkable results, but it is applicable to only a 
small number of carefully selected cases, and even then is em¬ 
ployed as a last resort. Electroshock can be undertaken with 
profit only within the pattern of a planned, over-all ihera- 
72 
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peutic program and is cileciive onjy for deeply agitated depressed 
states. In every instance many facts must be uncovered about the 
individual patient, and the adoption of any method or combina¬ 
tion of methods will depend on the diagnostic findings arrived 
at through a study of the patient's life history, laboratory teis, 
psycliological examinations, and other procedures available to 
the psychiatrist. 

THE THERAPEUTIC PROGRAM 

A widespread, though waning, misconception of the treatment 
of mental illness is that it is the exclusive prerogative of the 
psychiatrist. That misconception has probably had something to 
do svith the false notion that this specialist functions in an area 
apart from the well-charted, more objectisc paths of medicine, 
although he is actually a medical doctor first and a psychiatrist 
second. The psydnairist of today svould be the last to claim 
a monopoly on the therapeutic role in mental illness. IVhtlc it 
must be admitted that psychotherapy, a procedure in which he 
has special training, is the predominant sehicle lor reluming the 
patient to mental and emotional Itcalth, it is a rare cue in irhich 
some other medical discipline wilt not be brought into action. 
The general practitioner who is well sdioolcd in psychodynamics 
h in an excellent position to detect, prevent, and treat, within 
limits, the emotional problenu of his patients. The particular 
knowledge and sVill of the neurologist, surgeon, iniemisi, cn- 
doCTinologist, or other specialist are indispensable in instances 
where tlie malfunctioning of some hotly system or systems plays 
a part in either the cause or effect of the individual's disturbed 
slate. Finally, working in fields tangential to Uie medical profes¬ 
sion, but rich in contributions to the treatment program for 
mental illness, are the psydiologist, social worker, ocaipationa! 
therapist, psydiiairic nurse, and ward ailcmlant—as well as the 
educator, the clergyman, and the volunteer worker. However, the 
more serious the problem, titc greater is the need for a treatment 
program guided Ly a sUllctl and certified psydtiatrist since by 
training and cxjKricncc he is best tjualificd to treat the whole 
person. 

Mental illness can be approached therapeutically on (wo levels 
—ihc^ psydiologic and , 1 ,^ 
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first case is on p sychotherapy, but this word should be resen-ed 
for that phase of a treatment regimen which is planned and 
carried out by the ps)'chiatrist. Certain environmental forces 
brought to bear upon the patient will also have a "psychologic” 
effect, but they do not constitute psychotherapy per se. For 
e xampl e, the social worker, under directi on of the psychiatris t, 
may guide the p aOenfs family in wa >- s that will help the patien t 
to adju st to his hom e and work milieu ; this can be regarded 
as a "psychologic" aspect of the over-all therapy scheme. The 
term "nonpsychologic" denotes any of the modalities that are 
directed tos\‘ard the soma or body: c hemotherap y, die totherapy , 
sh ock therapy, and other s, which may be described under the 
inclusive term "the organic approach." 

THE ORGANIC APPROACH 

Not every case of mental or emotional illness requires residence 
in a psychiatric hospital or deep probing by a psychiatrist The 
organic approach may be the sole answer to the problem. The 
le thargy, dulln ess , and indifference^ een in one suffering from 
hypotuncti oning of the th>Toid gland may call for nothing more 
than admin istration of thyroid ex tract In ill nesses arising from 
endocrine gl and disorden . such as Inadequate or excessive activity 
of the pi tuitary, pancreas, or the ad renals, and in the man m 
(exdted) and del irious features of pellagr a (a condition that is 
due to vitamin H dehaencr). the sy mptoms d isappear when the 
indicated dietary corrections take effect. 

Marke d improvem gnt in a patient’s mental and emotional state 
ran also be produced by rectifying deformities and physical handi¬ 
caps. The depre ssion of a 'deaf person giv K way to brightne^ 
and cheer when a hearing a id brings him any discernible soun d; 
the virrim nf a paralytic stroke, bitterly resentin g his incapaq'ty 
to earn a iiveimooa or even help himself, will surely look at life 
more rp timis timlly if i5iabilitation measures "put Him on his 
feet again.” "Admitteaiy, the foregoing aample do not touch 
uptnrTHe more serious mental or emotional states such as those 
which occur in a neurosis or jBychosis, but they do point out 
the benefits to any mental patient from some improvement in his 
physical condition. 
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Organic approaches directed more specifically to the alJes'lation 
of the mental or emotional distress hate been receiving more and 
more attention in recent ^eats. One that has tahen on several 
forms can be described bat as stimulating therapy; another term 
for it is "shock” therap). 

Stimul ating (“Shock”) Therap y. Over a span of several cen* 
turi«, attempts have been made to "shock" the patient out of his 
delusions or hallucinations, his depression or excitement. Celsus 
in the sixteenth century used camphor; Hurd in 1885 tried a 
monobromate salt of the same substance; and a wide variety of 
mechanical means were employed which were little short of 
physical tortures. In France during the eighteenth centur)', pa¬ 
tients were taken out of doors on the coldest days and sloshed 
back and forth in icy svater; elsewhere, tliey were strapped in a 
chair and rotated (possibly on the theory that centrifugal force 
would cast off the disturbing element). Fifty )ears ago attempts 
were made to stimulate stuporous patienu with carbon dioxide 
on the premise that (his chonical compound, when present in 
excessive amounts in the body, excites respiration which in turn 
increases cardiac activity and consequently all of the body's 
metabolic processes. 

Modem psychiatric "stimulant therapy” dates from Manfred 
Sakel's introduction of insulin shock in the mid-1930's. For 
paranoid and catatonic schirophrentes it proved e/fective but its 
general use was not substantiated. Clinical improvement, en¬ 
couraging at first, was not maintained, and remissions were not 
uncommon. A patient svho had been returned to coherence, 
stability, and fairly good contact with reality fared badly when 
he was placed in the environment in svhich his emotional dis¬ 
turbance had been precipitated. Nor did meirazol shock (metra- 
rol is a camphor-Iikc preparation) establish itself as a dependable 
therapeutic implement. Further, the xisk svas great in these treat- 
'meiit methotis: the deiibcratciy inducsti coma of imuh'n shock 
brought the patient dangerously close to death, and the more 
violent convuhtons from mctrarol introduced the serious risk of 
fractures. 

Unquestionably, ele ctric shock therapy (F. S. T.) is the simplest 
and safest of any of the stiock therapies. It is indicated in cases 
of manic-slcprcssise nsschosis, insolutional twschosis, and some 



78 


Back to Mental Health—Treatment 


psychiatry as another hospital division comparable to pediatrics, 
medidne, surgery, etc Judidal commitments (or ‘‘certifications'') 
are vanishing rapidly, as more and more patients or their relatives 
make application for treatmerrt on a “voluntary" basis—as one 
would seek treatment for any other kind of illness, without 
prejudicing one’s civil rights. 

It is a fact that the most satisfactory results with tranquilfrers 
have been obtained with the most disturbed patients who were 
“vv’ard problems” for years, exerting a demoralizing influence on 
other patients. Another type of patient, up until now beyond the 
reach of the psychiatrist because of mutism, regression, and 
apathy, co^iperates with psychotherapeutic efforts, and takes an 
active interest in recreational and occupational facilities, in his 
fellow patients, and, above all, in his personal appearance and 
hygiene. An unanticipated but welcome development has been 
the economic adv'antage of savings in heretofore gougedout walls, 
smashed windows and furniture, ripped bedding and clothing, 
and the expense of extra personnel to manage the disturbed 
patients. 


THE PSYCHOLOGICAL APPROACH: 

PSYCHOTHERAPY 

There has been much controversy over the objectives in psycho* 
therapy, wth strongly expressed opinions about the inadequacy 
of mere “symptomatic” treatment. It is felt, for instance, that 
simply to remove the earmarks of a mental illness (odd behavior, 
response to delusioiu or halludnations, and so forth), without 
getting at the roots of the disturbance and giving the patient 
iruight into the causes of his emotional disorder, serves only to 
scrape away moss which will grow again. Yet it mmt be conceded 
that immediate attention has to be paid to the presenting signs, 
and no headway will be made toward the goal of understanding 
and long-term adjustment until the patient is rendered accessible 
to psychotherapy. 

This view is best expressed by Leland E. Hinsie under “the 
objects and means of psychotherapy.” He says, “Psycliotherapy 
is adequat e when it enables the patient who had previous ly 
enjoyed g ood health to re gai n his preclinical status through th e 
complete removal of symptoms. This can be acliieved with 
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children by (1) removing unwholesome stimuli, or (2) detachment 
of their interest from earlier harmful habij patterns. In adults, 
psychotherapy attempts to remove symptoms by (1) building up 
latent or unused assets and (2) enlargement of interests in the 
environment.” 

The evolution of psychotherapy as an approacli to mental and 
emotional disorders is extremely well explained in MD, the medi¬ 
cal nesvsmagazine: 

"The most vivid link between concept and therapy in medicine 
shines through the history of psychotherapy. The ancients ob¬ 
served that mentally ill people scem«! to Jose control over their 
actions: ergo some other force must be moving them, some in¬ 
corporeal being. For the niblic.il sages, insanity was an act of 
Jehovah and only divine iniervcntton coxild effect a cure. For 
the pctlantic scholastics of the Middle Ages, the mentally ill were 
possessed of the devil, for which the surest remedy svas burning, 

"In the stxalled Age of Reason {!8th century) it was still 
belics’ed that the insane were sinners svho must be locked away 
from society; it required the courage of a Philippe Pinel (1745- 
1826) to impose a more humane siesv of insanity as an illness. 
He equally pioneered in affirming that the origin of mental 
disease lay in pathologicchangcsin the brain itself. 

"The history of psychiatric therapy until moslcm times in¬ 
cluded every manner of shock treatment: cold baths, rotary 
'spits' to induce a semicoma, ascending douches, and a plethora 
of drugs to rctluce the ‘phlogistic’ slcar to Broussais. 

"In modem times, organic therapy in psychiatry passed 
through intensive experimental therapy: induction of fevers, 
arseniails, insulin coma, electroshock, injection of air in the 
cerebral ventricles, prolonged sleep, bvpnoihcrapy, cerebral sur¬ 
gery. Concurrently, the jisydioanalyijc mcihoti sought for the 
cause of neuroses and psychoses in infantile psychic traumas or in 
the inability of a patient to adjust to the ‘sllngt and arrows' of life. 

“More recently psychotherapy p.isscd into s^hat some term the 
physiodynamic phase, scarchitig for titc cause of mental illness 
in a metabolic imbalance that causes a breakdown in communi¬ 
cation between various parts of the nervous system. 

"The presentslay approacli to menial ibcnipy is organicistic 
and threefold: temper the severity of symptoms through such 
dnigs as tranquilircts. establish lictier rommuincaiions between 
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interrupt the patient This process of producing othenvise sup¬ 
pressed material from the unconsdous, called “catharsis/' males 
it possible for the analpt to be on the lookout for indicators— 
slips in speech and conduct ivhtdi maj- furnish him with clues 
concerning the nature of the hidden difficulty. It is not a guessing 
game, nor is it a '‘third-degree" grilling. From the very begin¬ 
ning the patient appreciates the objective, because the ps)xhiatrisi 
advises him that the procedure seeks to probe the unconsdous 
in an effort to uncover material which he cannot possibly bring 
to awareness in an ordinary interview’ situation. From Bergson 
comes the follow’ing e.vp]anaiion of the nature and purpose of 
the unconsdous: 

"For our duration is not merely one instant replacing another; 
if it were there would never be anything but the present—no 
prolonging of the past into the actual, no evolution, no concrete 
duration. Duration is the continuous progress of the past, which 
grows into the future and which swells as it advances. And as the 
past grows without ceasing, so also there is no limit to its preser¬ 
vation. Memory is not a faculty of putting iw'zy recollections in 
a dratver or of inscribing them in a register. There is no register, 
no draw’er, there is not even, properly speaking, a faculty, for a 
faculty works intermittently when it sdll or when It can. whilst 
piling up of the past upon the past goes on without reIa.xation. 

“In reality, the past is preserved by itself automatically. In its 
entirety, probably, it follows us at every instant; all that we have 
felt, thought, and willed from our earliest infancy is there, lean¬ 
ing over the present which is about to join it, pressing against the 
portals of consdousness that would fain leave it outside. The 
mental mechanism is arranged just so as to drive back into the 
unconscious almost the whole of the past, and to admit beyond 
the threshold only that which can cast light on the present situa¬ 
tion or further the action now being prepared—in short, only 
that which can give useful work. At the most, a few superfluous 
recollections may succeed in smuggling themselves through the 
half-open door. These memorfes, messengen from the uncon¬ 
sdous, remind us dimly of what vve are dragging behind unawares. 
But even though we may have no distinct idea of it, vve feel 
vaguely that our past remains present to us. ^Vhat are we in fact, 
what is our character, if not the condensation of the history we 
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have lived from our birth—nay. even before our binh-since we 
bring with us prenatal dispositions? * 

"Doubtless we think with only a small part of our past, but 
it is with our entire past, including the original bent of our soul, 
that we desire, will, and act. . . • 

This h, perhaps, the most tlefimiive expression of the concept 
of the unconscious component of the mind. Naturally the charac- 
ter and amount of expository detail which the psychiatrist pro¬ 
vides for the patient must be gauged to suit the intelligence of 
the individual. In addition to being told the aim of the analysis, 
the analysand must be made to realize clearly that the treatment 
is going to consume a great deal of time and that he is not to 
expect advice or assistance concerning outside difficulties en¬ 
countered during the period of analysis. Reports that a psycliia- 
irist "told me to get a divorce" after tsvo or three sessions arc 
made out ol whole cloth. After all. it is not the day-to-day 
problems, large or small, that the therapist is after, but the 
repressed material in the patient's past. 

The usual treatment periods of forty-five to fifty minutes a 
day, fis'e or six tlays a week, will take up several months, often 
a year or more. Treatment is completed only with an under¬ 
standing of (he final interpretation, and its success lies in the 
application by the patient of the new knowletigc he has obtained. 

Three icchnitjues arc available to the psychoanalyst: free 
associadori, already alluded to on p. 53; a/ord (or "conlrolted'’) 
association, responses by the patient to a prepared list of words; 
and dream analysis. The last c.m prove to be the critical phase 
of the analysis, for it may not only indicate the amount of 
progress made but may control the entire therapeutic pro¬ 
gram. 

Dreams uerc regarded by Freud as realizations of uncon sc ioui 
or conscious wishes . 5Vhat the dreamer recalls when awake is 
tcrmctl the "fn.mifesi’' content, which svas derived from the 
"laicm." rcpresseil material and moldctl into a form acceptable 
to the drc.imcr‘s ego This is arcompltshetl by such "mechanisms" 
as condensation (the dreamer merges the characteristics of several 
j>crsons into one); displacement (he replaces the divtutbing idea 

• F. A SiTtrlfT »thl r. C. Ebattfth. Chnircl Vfje/iUtrj (N'c*» Voil: SfeCtiw- 
tiitt Rodk Cn.. IiK., 1955), F(> 579'5x0 tty prttntuion of ihr pubtiiiim. 
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wih a more or less innocuous one); secondary elaboration (the 
transformed material is fitted together to constitute a more or 
less homogeneous dream story); and symbolization (the dreamer 
inserts events, persons, or objects as symbols for material Tvhich 
would prove embarrassing or injurious to bis ego). This quite 
plausible account of the dream state is borne out by the incon¬ 
gruities and alarming episodes commonly reported in dreams and 
the difficulty (often the impossibility) experienced in giving a 
detailed, clear amount of the dream in the walang state. 

A critical point in analysis is the therapist’s management of 
transference, which is manifested early by the patient and which 
is both a sign and a measure of resistance. In one sense, as Drs. 
Strechcr and Ebaugh remark in their textbook on clinical psychia¬ 
try, “transference is the unconscious misidentification of the 
analyst, so that the patient may behas'C and feel toward him in 
a way which satisfied the experiences and impressions which refer 
to another.” The measuring rod of the analjst, which in a w'ay 
predicts whether or not an analysts will be successful, is the 
presence of the Oedipus complex. From its character and strength 
can be determined the potentiality the patient has for breaking 
away from the father or mother fixation and entering into a 
truly heterosexual life, that is, adjusting harmoniously to a world 
of men and women, hfore broadly, it is a gauge of the degree of 
adjustment to interpersonal relationships. 

The final stages of Freudian psjchoanalysis concern themselves 
with the overcoming of resistance, and the leading of transference 
by the analyst into safe and useful channels, so that when the 
anal^’sand is ready for explanation, sublimation may be expected. 
^Ve have previously defined sublimation as the ounvard expres¬ 
sion of unconscious trends of interest through socialized and 
appropriate conduct. If sublimation b achieved eventually, then 
the cure is complete. 

NON-FREUDIAN PSYCHOANALYSIS 

Many ps)-chiatrisls follow schools of analysis oilier than that 
of Freud, although their techniques do not differ radically bom 
those of the Viennese pioneer. Rather, it b the pragmatic con¬ 
cepts that follow somewhat different paths and thus influence the 
therapeutic approach to a patient’s difficulties. The following are 
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tlic leading analytical disciplines which, while they diverge from 
some of Freud’s tenets, they also rely, to some degree, on certain 
of his fundamental principles. 

Carl Jung. Although an early follower and contemporary of 
Freud, Jung dcs-eloped a different concept of the Iniman mind, 
particularly on the subject of the unconscious. The Swiss ps>chia* 
trisi divided the unconscious into the personal unconscious and 
the collective or ractaf unconscio us. The former is the repository 
of represscti ontogenetic experiences. These are svithin the life 

' clrcamT 
■ is the 

• sees of 

'• ^rc im¬ 

printed on thc__miml. Jung also gave us the terms '‘extrovert” 
and "intros cri” to desaibe specific personality types, as well as 
the word association test, and he made many other contributions 
to ps}chiairy. He said that the "four basic functions of psydtic 
activity are; t/nnAing and feelin g, which arc rational and proceed 
according to laws of logic, and sensa tion .and inlu ttion, which 
arc perceptual.” Sensation perceives svbat 'is: intuition what 
may be, 

Jung dcvelopetl “analytical psychology” svhidj emphajizes sym¬ 
bolism and religious beliefs as explanations of psychopathology 
(especially as it is observed in middle and later life) in terms of 
regressions to a colJecilve unconscious or racial heritage, llis later 
incorporation ol Nazism into his theories cost him a great loss 
of prestige. 

Otto Rank. Rank developed a system of therapy which em- 
phasizctl transference (patiem-thcrapisi rapport) and the uncov¬ 
ering and “working through” of the anxiety prccipitatctl "by 
being Ixirn.” Ills course of therapy it limited to about ninety 
days. lie sv.is also interested in “incest motives" (divguucd and 
undisguised) as unconscious provocations of personality disorders 
and emotional-neurotic reactions. 

AlfrctI Adler. Adler placed mote emphasis on the ego {self- 
presersaiive) instinct rather than on the sexual, am! viened 
jnychosis as the rcstdt ol conflict between the desire to dominate 
and a feeling of inferiority based u|son some inherent organic 
defect. It is from this concept that Adler createtl the phrase 
“inferiorit) complex," which is so glibly bandied about at 
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present. Adler pointed out that a man who has a definite defect 
(such as an impediment of speech) feels that this is his weak 
point and he therefore directs a surplus of energy in an attempt 
to overcome it. He may thus become a public speaker (like Demos¬ 
thenes), or if he is unable suffiaently to conquer his feeling of 
inferiority he may become oversensitise concerning his defect, 
manifesting this through ideas of reference, he., that people 
notice it, or remark about it, etc, or he may des'elop a psj'chosis. 
The feeling of inferiority, Adler belies'ed, has its basis in an 
inferior ego. 

Regardless of the treatment discipline which the anal)'St fol- 
los^'s, he cannot afford to lose sight of Freud's postulates. TTtese 
are applicable to most analytic programs. The originator of 
psychoanalysis pointed out that the patient must present, to the 
analyst's satisfaction, a genuine, unconscious desire to be helped: 
the patient must be prepared to underpa analysis for a consider¬ 
able length of time—perhaps years: he must have better than 
average intelligence; he must base suffident Bnandal means to 
be free of economic worries that might turn into resentment and 
suspidon directed against the analyst; and the patient should 
neither be a child nor a senile individual. 

OTHER SCHOOLS OF PSYCHOTHERAPY 

In spite of the univenaliiy of the basic Freudian princi¬ 
ples, there are some disdplincs whose approach to psychotherapy 
differs enough from that of fonnal psychoanalysis for them to 
be regarded as independent schools. 

The foundation of the Freudian method—the belief in Indi¬ 
vidualism and the constant struggle of man with his instincts— 
was modified as the impact of cultural environment on man 
gained attention. This shift of emphasis, brought about for the 
most part by economic deselopments, resulted in significant 
changes in the held of psychuttyv fn addition to the complexities 
of drives ssithin the individual, each person is to be recognized 
as a product of his environment; he has been shapetl by his 
culture and, in large measure, is to be judged by the standards 
of his society. Sullivan and Fromm are the principal exponents 
of »hf <! "cultural” or sociological approach to psychotherapy. 
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Karen Horncy. Witlj her theory of '‘neo^iilturalism,*' Karen 
Homey tricti to modify a number of fundamental, Freudian 
ps)choanaJjiic concepu. She focu5cd her aitcniion on cultural 
conflicts as the main source of personality disorders and sircsscxl 
the principle of “basic anxiety," which, she felt, is a prominent 
factor in neurosis. She rejected Freud's libido theoiy, the sig¬ 
nificance of early psychosexiial des'clopment and, in general, took 
a stand against genetic psychology in favor of culturalism. 

Harry Stack Sutlivan. Wln'lc recogniring man as a basically 
biological organism, Sullivan strcsseil the importance of inter¬ 
personal relationships svhich affect the individual from birth and 
actually shape his personality throughout life. Sullis-an’s approach 
is both practical and flexible. His theory of interaction has par¬ 
ticular significance for the analyst in the tlierapcutic program 
who must evaluate his relationship with the patient in terms of 
the patient’s previous interpersonal experiences. 

Erich Fromm. Cringing a sociolt^ical viewpoint to the field of 
psychiatric medicine, Fromm believes man must be considered in 
tlie light of his cultural environment and the demands of his so* 
ciety, rather than as a purely biological creature. He sees man In 
constant conflict with nature, limited by the physical fact of his 
mortality from ever adiieving his goals. He places less emphasis 
on Instinct as a motivating force in man .and. in general, reduces 
the importance of biology in Cf»mp.arison to cultural influences. 
Fromm also gives greater depth to the field of psychotherapy, 
applying the perspective of Uic whole of society to the indivulual 
member, and extending his theories to a critical study of Western 
civiliration and values. 

In addition to the above, later schools have arisen wiih funda¬ 
mental concepts that differ from, or are extensive mixlirjcjtions 
of, the basic Freudian or Freudian-orientated approaches. Fore¬ 
most among tliese is the Chicago School, the chief spokesmen of 
which are Franz Alc-xanderand ThcHnai French. Successful, short¬ 
term psychotherapy, as advocated by ihc Chicago Institute for 
Psychoanalysis, is one of the main objectisrs n[ this sclitxiJ, sdilch 
for practical reasons rejects the Ffeut!i.sn prinaplc of iritcmise. 
long-term psychotherapy. Other contempiraiy movements inrhnle 
the Eoritfori Scljool, 1^ by Lrnest Jones, and tlir exutential np- 
proftch, which denies afTdiatron svith any partictil.'ir kIiooI. but 
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advocates cJarification of terms and dogma in the psychiatric fieJd, 
questioning those that presently exist. 

Intensive Individual Psycliotberapy. IVhiJe this is not entirely 
a “non-Freudian" approach, it is not considered formal analysis. 
In this therapeutic approach to emotional and mental disorders, 
patient and psychiatrist face each other, comfortably placed in 
chairs, and through easy-going diicussion or question and an¬ 
swer they probe the patient's unconscious to account for the 
conscious manUestations of his difliculty, and to determine tlie 
reason or reasons for his discomfiture, problem, emotional dis¬ 
turbance, etc. For example, the patient may tell of trouble 
experienced during his first year in school. He is asked to furnish 
a reason for this difficulty. His reply, expressed in conscious and 
socially acceptable explanatory terms, can be dissected as the 
patient seeks to ascertain the* emotional provocation for and 
inner causes of the scholastic difficulty. If he is unable to provide 
any answer, the question is temporarily dropped and reinvesti¬ 
gated at a later session when, because of increasing insight, the 
patient may be ready to reply and to realize the reason for his 
conflict. Any treatment program which allows a patient to talk 
freely is using the meth^ known as ventilation; it e/iables him 
to discharge and bring out in die open all of those life experi¬ 
ences ivhich have been causing him serious concern, either con¬ 
sciously or unconsciously. 

Group Therapy. This therapeutic procedure resulted from a 
shortage of qualified personnel during World War II to care 
for and treat psychiatric patients. A small group of patients, 
usually those with neurotic or emotional difficulties, talk about 
their problems with the therapist serving as moderator. There 
are many advantages to thb form of psychotherapy. In an 
atmosphere of "misery loves company" the bashful and em¬ 
barrassed patient is quickly encouraged to “speak up”; he 
subjectively profits as he objectively and critically surveys, an¬ 
alyzes, and interprets problems in others similar to his o^m; he 
learns to yield selfish individualbtic impulses to the will of the 
crowd. He helps and is helped. On the material side b the 
advantage of more treatment opportunities for more patients at 
a far lower cost than private therapy. Today group therapy is 
found not only in institutions and clinia but also in private 
practice. 
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ADJUNCTS TO THE PSYCHOLOGICAL APPROACH 

In addjiion to tlie specific therapeutic programs mentioned 
above, there are several methods of therapy vhich may be usetl 
to implement the basic treatment program. Of themselves, tlicy 
would not be sufficient to remove the psychological "foot” of the 
problem, but they can aid the patient in establishing mental 
and emotional ccjuilibrium. Tlicse "adjuncts” are not confined 
to one school of psychotherapy, but may be used interchangeably 
as the individual case may require. 

Occupational Therapy- This method brings the patient more 
than a pleasant way to pas s the time by sveavi nc. bin ding boo Vs, 
p ainting , carving, etc- The patie nt who is introvertc<i may learn 
to mingl e and svmk svith a gro up. He discovers that he is not 
the only one with deep, personal, emotional problems. He 
becomes empathctic. The paiicr* •* •••’r--d 
Iaci» confiden ce in himself finds • n 

"make something.” New interes ^ _ • e 

d iscQvere sL frequently a patient v.ho i»a$ nesxr performed 
spcciaiired work or has been dissatisfied with his presioui oc« 
cupatioi), learns and likes a new form of endeavor such as print¬ 
ing, silvcnmithing. pottery making, stenography, etc. 

Hypnosis. Similar to electric shock thera py or tra nquilimdo n. 
hypnosis is not a cure, ft can dramatically and effectively, for a 
time at least, remove a symptom, but it docs not get at the under- 
lying cause. In a similar manner, tlic patient who complains of 
abdominal pain can rclics'c dm distress by an analgesic mctlica- 
tioR. but until he is dioroughly cx.amined and the actual cause is 


gettion. Kithout hypnosis, is a common feature of any treatment 
program. 

Hypnosis can be synthetic or analytic. Tlie patient can be 
analyrctl under hypnosis as the ihcrapbrs questions esokc replies 
reprtaenting unconscious desires, frustrations, and conflicts, with¬ 
out ttnsorship by the conscious mind. UVcwisc, a synthetic 
approach may l>e used, comiidng of positive lu^cstioni made 
while the subject is hypnotired. 
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SodalizatioD. This term is descriptive of Adolf Mejer's ap¬ 
proach to therapy. Eser^- component of the patient's life is 
studied and assayed. These features include the home and its 
occupants, relatives, friends, ^vork, religion, interests, economic 
status—all in addition to the usual case history and the phj-sical, 
laboratory, and mental examinations. His place in the -virorld 
and his interpersonal relationships can then be determined. 
Therapy capitalizes on the individual's assets and treatment aims 
to eradicate or repair liabilities. This could mean "correcting" 
the attitude of someone other than the patient—an irascible 
employer, a teacher who is impatient vdth an overly shy and 
sensitive pupil, a carping, fault-hnding spouse, etc 

Guidance. In this essentially Adlerian principle, the therapist 
follows no orthodox protocol in treatmenL Instead, he ‘‘g uides, " 
ads'ises, and suggests, discussing with the patient a\*enues of 
thou ght to be p ursued, ideas and habits to be abandoned. Jt is the 
nearest parent-child pattern wc nave m ps)chothcrapy. lu out¬ 
standing disadvantage is the increasing dependence the patient 
feels tmvard the therapist 

Distributive Analysts and Discharge Catharsis. These two 
methods of direct contact in therapy were propounded by Oskar 
DietheJm. The former is a question and answer procedure. The 
latter is a pr ocedure Vihwm the patieni speaks trcely . without 
interrupuon, on any subject he chposcs—he "cleanses” his mind 
of an emotional bu rden. These two methods arc largely the 
modi operandi of intensive indtv'idual psychotherapy. 

fisychedrama. Created by Dr. J. L. Moreno, psycliodrama uses 
the stage as a medium in which patients, singly or in groups, 
"act’’ out their problems. It is alleged that both as performer 
and spectator, the patient develops insight into his emotional 
difficulty. 

Persuasion. Originally championed by Dubois, this is a self- 
explanatory term. Persuasion is particularly useful in the treat¬ 
ment of children. 

Suggestion. W ritten of enthusiastically by Hippocrates, this 
method was popularized by Bemheim in the latter part of the 
nineteenth century. It is a readily undentandable approach, akin 
to persuasion, and it is used by all of us in our everyday inter¬ 
personal activity. 
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Recreation Tlicrapy. This therapeutic adjunct is more tlian 
entenammcntT iTdatcs back to Ccisus and Pinel and their belief 
in "intellectual diversion." Recreation is applicable to the indi¬ 
vidual (fishing, hunting, stamp collecting), as svcll as to the group 
(dances, athletics, attendance at motion pictures, etc.). Like oc¬ 
cupational iherap), it fos ters "fiTOup" acti vity, des elops healthy , 
interpersonal r elationship s, te aches, and ena bles the patient "to 
do”: it is an outlet for aggression and hostility, i t can d esclop 
tiew interests and, o f course, it presents dis'ersi on and entertain- 
mcni. Prominent in tltis field is music thera p^ whicit may range 
from choral groups, orchestras, and~individual instrumental 
instruction to appreciation of music 
pesen sitiration. Tliis is the procedure wherein the patient is 
rcquirctl to face the traumatic and unpleasant experiences 
of his past. It is brought about by fming the patient disaiss, 
at frequently repeatcti intcrs'lews, the conflict material elicited 
originally through ventilation. These inicrsiesvs arc repe.-j»etl 
until the patient can review his experiences wiUtoui excessive 
emotional concern. Normal emotional reaction is to be expcctetl, 
however, and it is neither desirable nor necessary to expect n 
complete loss of emotional reaction in connection with those 
events that should normally cause concern. It is tlic excess of 
concern that is pathological and requires alleviation. The term 
"dcscnsiiiraiion" is also applicsl to the procedure carriwl out in 
assuaging fear or other s)'roptom manifestations in definite situa¬ 
tions. Here the patient is rcquircsl to face the problem repeatedly 
until he no longer presents the s}Tnptoms in that situation, or 
until he is able to tolerate or ignore tbc S)Tnpioms if they occur. 
It is necessary, of course, to encourage and reassure these patients 
frequently wbile this procedure is executed. With sucli therapy, 
for example, a young girl who famtctl every time she saw or 
heard of blood svas able to overcome this tendency completely. 
Dcsensiti7.siion is csjxrially vahiabjc in ilic symptomatic treat¬ 
ment of fear reactions. 

Re-eduration. This is carried out in connection with all of the 
prtvioudy mentioned disciplines. U is essentially the development 
of clear insight on the part of tbc patient into the mcclianisra of 
his illness, ilic establishmcrsi of new habits of response (as in 
desensitiration). and the farmulation by him of an adequate 



92 Back to Mental Health—Treatment 

occupational, social, and recreational program to ensure future 
stabilization. It is often advuable to desensitize the patient's 
family to his illness and re^ucate them into new habits of 
response toward him. 

LAY COUNSELING AND THERAPY 

A confused public wants to and should know where lay coun¬ 
seling and treatment fit in the therapeutic picture, if at all, and 
not only if these modalities are helpful but whether they are 
harmful. If a discussion of this burning issue by a certified 
psychiatrist is prejudiced by the high ethics of the medical pro¬ 
fession then we has'C no defense, but sve do present what we 
honestly and wholeheartedly believe to be an unbiased estima¬ 
tion. 

Counselors. The psychiatrist is not a counselor; he is a 
therapist. Since be is not a deity he cannot decide for the patient 
what is right or v.Tong. Treatment, as it progresses, should bring 
the patient insight which enables him to make such decisions 
for hintself. IVlienever a patient asks a question such as, *'Am 1 
right?" or "WTiai’s wrong with that?" such queries are prima 
facie es'idence of troublesome, uoconsdoiu feelings of guilt and 
doubt 

By the same token, a counselor is not a ps)chi3trist Treatment 
is and should be at the bands of the physician. If the individual 
seeks only adrice he can consult a counselor—or an attorney. 

Lay Therapy. For the past few years this subject has been a 
bone of contention bctss’een psychiatrists and psychologists. A 
“cooling-off” truce is currently maintained betsvccn the American 
Psychiatric Association and the American Psychological Associa¬ 
tion, but srith little hope of a mutual agreement m sight. In 
addition to psychologists clamoring for the unrestricted right 
to practice psychotherapy, there are social svorkers who seek 
paraffci prfvffcges. J/crcii is ssade, by nomaedical prsccteitstters, 
of Sigmund Freud’s original sanction of lay analysis, in which 
he was rigorously oppos^ by colleagues such as Jones and Brill. 
Freud had a valid reason for his action. He was anxious to spread 
his “gospel" and gain recognition at a time ^vhen the medical 
profession was loath to acknowledge psychoanalysis as a legiti¬ 
mate modality of medical practice. Consequently, Freud was 
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willing to have others practice aDa^-sis, if only to popularire it. 

WTiy should a therapist and/or an analjst he a mcdicat man 
first and then a spccialiietl psychiatrist? We arc learning, as time 
and rescardi progress, that Ute psyche (mind) can no longer be 
regarded as an isolated item of a human being; it is too intimaicly 
linked sWth the soma (body). Other than purely psychological 
features are irrevocably involved. They include chemical, biologi¬ 
cal, physiological, anatomical, and metabolic aspects. Therefore, 
the Uierapist must be oriented and fully grounded in all phases 
of medicine before he attempts treatment of an emotional and/or 
a mental illness. Tests, examinations, consultations, and prescrip¬ 
tions may be needed during treatment. 

To these protests the lay practitioner retorts that he svill not 
treat a patient without first securing "medical clearance" by a 
doctor. Hut what of clinical features that may arise during 
therapy which only a physician can recognire? For instance, a 
patient complaining of nothing other than depression may be 
found "normal" in his physical examination. Let us assume he 
commences psycltmhcrapy. A few svecks later he complains of 
vague headaches and occasional nausea. The nonmetlical prac* 
titioner, initially assured that there is no organic pathology 
present in the patient, would feel justifietl in regarding these 
symptoms as purely psychogenic in origin. Ifowtn-cr, a prompt 
neurological examination may rc\-cal cs’idcnce of a brain tumor 
in the "silent" (without outward clinical indications) area of the 
temporal lobe! Immediate surgery will probably be lifesaving 
and totally cure the socalled depression. If the patient’s condi¬ 
tion were alloweil to progress to the point of projectile vomit- 
ing-a late sign of brain tumor-surgery would probably be 
futile. Again, a patient may complain of increasing fatigue, 
listlcssncss, and indifference. These could easily be jssychological 
features. Nevertheless, an examination of a blood specimen for 
"Wood-protcin-bound iodirre" (die modern successor to basal 
meiaboltsm determination) m.iy well rcseal an imufTiciently 
functioning thyroid gland which, in the ascrage physical exami¬ 
nation, may fail to present the dire indications of a scscrcly 
hypofunctioning thyroid. 

Finally, it is not uncommon for a psychiatrist to prescribe hor¬ 
mones, ataractics, etc., for a |>aiirni while he undergoes treat¬ 
ment. Such modalities often require change, replacernenr, etc.. 
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as the phj'sician may deem advisable from clinical evidence and 
constant examination. Such a patient may fail to receive this 
necessary adjuvant therapy if he is treated by a lay praciiUoner. 
Or, if the latter plans to have a medical man conduct this part 
of treatment, the patient cannot possibly have full confidence 
in the lay therapist and total transference is lacking. In addition, 
there is the needless expense of paying two men when one can 
and should do. 


INSTITUTIONALIZATION 

Contemporary treatment and the latest advances have cast their 
beneficial shadows on institutions, public and private. The 
changes are best described in an editorial in the Journal of the 
American Psychiatric Association, as follov.-s: 

“Advances in medical science may be amazing from time to 
time, but let these not be confined only to reports from labora¬ 
tory, operating room or general ht^pltal war^. Contemplation 
of clinical psychiatry furnishes food for thought and satisfaction 
to the therapeutically minded. In the last 15 yean the great 
increase in the number of young psychiatrists and the rapid 
improvement in the quality of their training is showing sig¬ 
nificant impact on treatment procedures for patients. Some ob¬ 
servers of the clinical scene are ready to agree that therapeutic 
skill in psychotherapy is now far more specific than in any dic¬ 
tionary definition of the term, and is peculiarly effective either 
with or without those ever satisfying aids in the management of 
patients known as somatic therapies. Whatever the degree of this 
may be, it does point the finger at sharp acceleration in the 
changing role of hospitak, both general and psychiatric, in their 
reception and treatment of psychiatric patients. 

‘"njirty or more years ago the psychiatric patient was brought 
to the hospital by the family just about as often as he was sent 
by a referring physiaan. Contacts with a psjrbfafrcrt as a 
consultant were occasional, but rarely did the psjchiatrisi follow 
the patient into the hospital since, in most instances, psychiatric 
hospitals furnished full-time medical, ps)’chiatric, and nursing 
care. Hospitals were not too closely related to communiiY Hie, 
involved the family very little in the treatment situation, and 
rarely had much contact with the family doctor. After the patient 
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had been studied and given treatment in ev’cry way possible, 
when the time came to leave, the patient ss'as JitcraHy handed out 
the door, disappearetl into !m home or his svork with no follow¬ 
up by the hospital nor any particular contact with what medical 
care or program would be available henceforth. In other words, 
there was no integration with the background or family personal 
setting that may have contributed to the formation o[ the illness, 
nor svas there planful, progressive reorganization of the post- 
hospital period except by those interested in the patient, includ¬ 
ing the family doctor, who may have had little or no contact 
with the program carried on in the hospital. Today, however, 
psychiatric hospitals are beginning to establish a different proce¬ 
dure. In some instances the majority of patients admitted arc 
seen as regularly by their referring physicians as they are by the 
full time hospital staff. The consulting psychiatrist, or the doctor, 
leads the patient by the hand to the hospital, continues hit 
relationship with the patient during the hospital treatment, and 
is involved in it When (he hospital peric^ is completed the 
doctor leads his patient back home to svork and family and a 
continuctl therapeutic program based on what is fundamental In 
psychotherapy. 

"This procedure illustrates svhat is termed ‘the longitudinal 
pattern in psychiatric therapy,’ which should be considered a 
new important theme in psychiatric medicine.*’ • 

PROGNOSIS 

The prospect for success in iteatmeni of mental illness could 
be didactically expressed in a table based on irrefutable statistics, 
but ibis woulil be a rigid, circumscribeil prcscntaiion. In all 
franknest, the prognosis must be eclectic in outlook. In other 
words, therapeutic results in two patients manifesting iMentical 
signs and symptoms may mean complete recovery for one and 
not the other. 

Fifty years ago a “recovered” ease of schi/ophrenSa was un¬ 
heard oh today it is not surprising for a mental hospital to 
report recovery in 40 per cent of the cases. Since 1958, of all the 
jsatienis admittesl to mental imtituiions. mote than half were 
released s»iihin the same year. More and more epileptics, sv^iih 

• raiitOTMl. Jemmal t>f tht An.rricmn Prythittrif .CiwidJ/s-t. Ortofirt. !'*>• 
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secure pharmaceutical control of their seizures, are driving ve¬ 
hicles and taking their places in industry. Antibiotics are enabling 
raongoloid children to survive infections of infancy, to groic, 
and to be trained. Formerly unapproachable, •w-ithdraHTi, and 
diffident mentally retarded persons are enjojing personality 
reversals thanks to hormonal therapy, and ^ey are becoming 
amenable to instruction. Slowly but surely, the problems of 
alcoholism and drug addiction are being shifted from the hands 
of penologists to those of ps)chiatrists, and both state and Federal 
institutions are undergoing changes to conform to this newer 
concept. Less and less judicial intervention is required as detclop- 
ments in therapy and the promise of relief induce patients to 
seek hospital treatment on a voluntary basis. Finally, the intro¬ 
duction of ataractics has made possible the welcome "open-door*’ 
policy', which is in a seme analogous to that great period at the 
end of the eighteenth century svhen Pinel struck the chains from 
the mentally ill at the “insane asylum” at the Salpetritre. Now the 
bolls and bars are being "struck" from the mental hospitals. 

As the author stressed in the Foreword, this book is not in- 
tended as a "do-ii-yourseir handbook for amateur psychiatry. A 
psychiatric case is a medical case and the emotionally disturbed 
individual can do as much harm trying to treat himself as he 
could in trying to treat his ou*n malignant tumor. Naturally one 
is driven to ask, '^Sliai are the chances of recovery or improve¬ 
ment in a given case?" Resulo cannot be measured in statistics 
or based on blind faith in textbook predictions, but arc depend¬ 
ent upon the individual's potentiality for accepung therapy for 
his psychic handicap and upon his finding the "best" therapist. 
This is the physician in whom the patient has unqualified con¬ 
fidence. Finally, it should always be remembered that each penon 
as an individual has fears, conflicts, tensions, and anxieties 
different from any other, although the symptoms in both may be 
identical. Herein lies the major challenge of psychiatry. 
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Outside the scope ol tltc clinical laboratory are cettain per* 
sonality disorders, evinced a$ sociopaihologic behavior. These 
have been described as “disorders oC ps^diogenic origin without 
clearly definetl tangible cause or structural diangc." This group 
of disorders has long been, and continues to be. a thorn in 
psychiatry’s side, owing to the wraith-IiLe elusiveness of cause, 
diagnosis, and treatment. \Vliy is anyone a misfjt? What aeates 
a delinquent? Why is tlterc sexual des iation? 

CHARACTERISTICS OF THE DISORDERED 
PERSONALm’ 

Over a period of two decades ibis category of mental illness has 
undergone sescral eftanges—a self-evident indication of the un¬ 
certainly enveloping litis type of disorder. Descriptive labels have 
ranged from ‘'constitutional psycltopaihic inferiority," "psycho- 
padiic personality." and others, to che informal term familiarly 
used by psychiatrists, “psychopath." Tlic hedging adjective "con¬ 
stitutional" at once reveals a Jack of knowledge as to whether 
these individuals arc fjorn with aberrant reaction patterns or 
develop them during life. At a military court-marital the case of 
a "psychopath” was summari/etl as follows; "IJc it tehat he is 
because he always has been what he it, and he will always be 
what he is*' 

TIjc psychopathic personality is characterired by emotional 
ditequilibrium and gross errors In judgment, Sudi a person is 
the quinttvsentc of egocentridiy; he is disdainful of the senti¬ 
mental. scoffs at the Golden Rule, sneers at |)atrioiism, and has 
a firm negative reply to the query, "Am I my brother's keeper?" 
He is deaf to plea, unlteeding of Irctutc. and cannot profit from 
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precept. He subscribes to the tenet, “Here today, gone tomor¬ 
row," and believes “the world owes me a living.” To quote one 
penologist, “He would kill his own mother if the murder meant 
a buck.” Fundamentally thb individual is a paranoid, and he 
struts through life, rudely elbowing aside all rules of fair play. 
Yet, when opposition is too powerful for him to overcome, the 
psychopath becomes the sniveling, quaking, cringing person who 
begs for mercy or special consideration. All this sse know, but 
why some people behave in this fashion and others do not, -we 
simply do not know. 

Many psychopaths are materially successful, es'en redpients of 
public respicct. The psjchopathic high-pressure salesman whose 
commissions during prosperous times run into astronomical 
figures may spend his money liberally and indiscriminately. He 
is the devotee of bistros and race tracks, the darling of chorines 
and widow, the patron saint of maitres-d’hotel. Yet, svhen Dame 
Fortune turns her back on him, he is the first to line up at 
unemployment benefit windos\'s, to approach friends for as¬ 
sistance, and, above all, to wail in selfpiiy about his "hard luck" 
or about how “the cards are stacked against him." All of us have 
experienced self-pity at some time in life but the normal indi¬ 
vidual is able to control iu Of this emotional reaction, peculiar 
to man, Archibald Rutledge writes in Santee Paradise: “In nature 
we do not discover despondency, the handmaid of despair; we 
never find self-pity, which undermines virtue more subtly than 
arrant vice, yet as effectively. AVild things do not resign or sur¬ 
render; they mil fight to the death. Even a butterfly will defend 
itself. All living things love life, and if we do not love it enough 
to make it seem worth while to ourselves and othen, a natural 
suspicion arises that there must be something the matter with us. 
Take self-pity out of life and you would be making great progress 
in the redemption of humanity. It is really a disease and, I take 
it, a disease incident to civilization, for as we go back toward na¬ 
ture we find less of it and in nature's home none at all. Her chil¬ 
dren are valiant. 'W'hatever may be their adversities, the)’ do not 
complain: they are self-reliant, and they’ nes'er lose hope.” * 

The so-called “successful" type of psychopathic personality has 
produced many alluring figures, such as ^Vibon Mizner, Bet-a- 

• Archibald Rutledge. Santee Paradue fNew York: The Bobbs-Mcnill Co^ 
Inc, 1956) , p. 2S0. Used by special pensisson of the pubbshen. 
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Million Gates, Diamond Jim Brady, Steve Brodie, and FranfoU 
Villon, but it is highly doubtful that these men were paragons ol 
mental and emotional adjustment. 

Tltere arc many varieties of personality disorders and associatctl 
psychopathic states, the principal of which will be disaisscd 
below. These include the emotionally unstable pcrsonaliiv, the 
compulsive personality, homosexuality, and oth'r pathologic 
sexual deviations. 

THE EMOTIONALLY UNSTABLE PERSONALITY 

The emotionally unstable individual reacts svjjh excitability 
and ineffectiveness under minor stress, svith the result that his 
judgment is undependable. His relationship to other people is 
continuously fratight with ftnctuaiing emotional attitudes, owing 
to strong and jtoorly controlled hostility, guilt, and anxiety. Sev* 
oral prominent types deserve mention. 

The Pasiise*Aggressivc Personality. Reactions in this group are 
of three varieties, but all are manifestations of the same tmdcT' 
lying psycliopaihology and frequently they arc seen to occur 
interchangeably In the same individual. In these cases, the clinical 
picture usually has superimposed upon it an anxiety rc.action 
svhJch is typically psychoneuroiic. 

TIjc pastive-dependent type is characterircfl by helplessness, 
indccisivcness. and a tendency to cling to others as a dependent 
child to a supporting parent. Such a yterson is recognirod ttncler 
(he popular term "clinging vine." 

*1116 pajiive-flggrcjiiir type reacts to life situations with passive 
measures that have an aggressisc tinge, stich as pouiing. stul>- 
bomness. ptocrasiination. Inefficiency, and ohstnictioniun. Typi¬ 
cal of this group is the chronic objector to progressive change. 

The nggrejii't'e type reacts to frustration with itrii-ablllty, 
temper tantrums, and destructive behavior as domiium niani- 
fesutions. A specific characteristic of this reaction is a inorhid or 
pathological resentment. A deep dependency is usually cvhlenl 
In such cases. 

Tlic Compulsive Personatiiy. Individuals in this sul^oup are 
characieriwl by chronir. rxrrssise, or obvessisr roncern with 
adherence to sundardi of rrmscience or tonformiiy. They may be 
merinliibitrd, osTrconwrientlout, and may hate an monlinate 
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capacity for work- Typically they are rigid and lack a normal 
ability to relax. ''l\TiiIe their chronic tension may lead to neurotic 
illness, this is not an invariable consequence. "ITie reaction may 
appear as a persistence of an adolescent pattern of behavior or 
as a regression from more mature functioning as a result of stress, 

HOMOSEXUALITY 

The popular conception of the homosexual, not surprisingly, 
revoJscs about the extreme example: the cosmetized, effeminate 
man ssho seeks male companionship for amorous purposes, and 
his female counterpart, the stxaUed “lesbian"—a gruff, swagger¬ 
ing, a^cssive, masculine female who seeks out other women 
with the same intentions. These persons actually represent only 
a minority of homosexuals. By recalling the principle expressed 
in Chapter 2, that of recognuing the gradation of differences 
among individuals, the reader can appreciate that most homo¬ 
sexuals cannot be identified as such. Mannerisms, dress, fadal 
expressions, and vocal pitch are poor indicators. The first homo¬ 
sexual this s^ticer eser encounter^ clinically vw a tall, muscular, 
hard-hitting halfback who won honorable mention as an All- 
American gridiron selection! But here again we are confining our* 
seises to the extreme phase of homosexuality. X^t us take the 
larger riew. 

From what source is the word "bomosexuar’ deris-ed? Homo 
in Latin means "man"; howes’er, although zoological derivatives 
refer to the spedes of mamma b, including mankind, they also 
refer to the primate (hence, homo sapiens, the Sfise or intelligent 
branch of the spedes). A more likely hash for the word “homo¬ 
sexual" is the Greek homo, whidi means "the same" or "of like 
land." In the most general sense, then, a group of students in a 
dormitory, a "gang” of youths, soldiers in barracks, cs’en a ladies’ 
sewing circle, would have to be acknowledged as a "homosexual" 
conglomerate. And indeed it is in some of these areas of strong 
unisexual concentration that deviations are most noticeable. But 
this is not evidence of higher inddence, for homosexuals are 
known to come from all walks of life: business, industry, the 
professions, unskilled labor, etc 

Another misconception U that nearly all "pracucing" bomo- 
sexuab travel in "bands" and live quite apart from the com- 
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rounity at large, vitliout stability, without homes ant! families. 
To the contrary, psychiatrists and psychological counselors en¬ 
counter many men and women svho indulge in homosexual 
acthitics although they arc married, raising cliildrcn, servang in 
P.T.A.’s and Iiolding dotsm responsible jobs. 

It has been said that it is the rare person who can be com¬ 
pletely masculine or completely feminine, a* befits his or her 
biological lot, since cseryone is endowed srith characteristics 
derived from chromosomes handed dosrn by both m.ilc and 
female ancestors Rung’s roncept of the Anhge). Tliis biological 
process permits a man to appreciate the beauty of fine hibrics 
and the refinements of grace in posture and movement; it also 
makes it possible for the young girl to enjoy camping and 
woodcraft and to play vigorous tennis: it enables the mature 
woman to seek a career in business or to become a crusader 
(Carrie Nation, for example). As a matter of pride and in 
response to pressure from our cultural milieu, howeser, most 
men and women tend to conceal the characteristics they have 
which arc representative of the opposite $«. 

Tlie commonest spur to homosexuality seems to !>e alcoholism. 
Many of the actions of the drunkard are veiled homosexual 
gestures-the familiar sUp on the buttocks, the fraternal embrace, 
etc. Until recent times the pub and the wloon were centers of 
male gatherings and these locales became Ideal breeding places 
for unisexual associations. Present-day counfcrp.irt$ arc drinking 
centen knoHTi as “gay ban,” not hanJ to find in the larger riti« 
and tjjuaJly identified by signs reading ”TJic Retl Tiger,” "Tlie 
Blue Cal,” etc. Alcohol, as a depressant of inhibitory centers, 
makes jxxsiblc the oven release of divenive sexual drives which 
are unacceptable to most of our soeiciy. When an emotional 
conflict arises from strife between unconscious hommcxual drives 
and superego taboos, intoxication suectetb in blotting out the 
latter and die road is clear for Itomovexual gratification. 

\Mtai cames homosexuality in its more extreme forms? .Sig¬ 
mund Freud postulated fisc responsible factors: (I) ovcraitach- 
ment to the mother; (2) oscrevaluatfon of the phallus; (5j fear 
of the father: (-f) jealousy lowartt an older sibling (brother or 
sister); and (5) early hommcxtul sesluctiori. The mother vho 
ovcniresscs the im|Kjrtaiicc of the genital organs or crogenom 
Tont% (ibiougb prolonged, sigoriws washing in baibin:? the 
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child, for example) may teach the youngster to derive pleasure 
from stimulation of that area. Parental harping on the evib 
and dire consequences of masturbation may arouse in the child 
greater curiosity than if the tubjea had been reduced to its 
proper minor importance. 

Unfortunately, however, only the deepest kind of probing sue* 
cecds in eliciting background information, from either the 
homosexual or his family, that would assist the therapist. In 
despair and resignation, we accept the common concept "he is 
what he is" and as a result, psychiatric literature is replete with 
clinical reports to the effect that "the homosexual ts bom that 
way" and "seldom if cs'er can a homosexual be convened to a 
heterosexual.” 

It is worth noting, on the subject of homosexuality, that there 
are indmduals superficially adjusted to their heterosexual role 
in sodety, es*en to the extent of having large families of their 
own, who concurrently indulge in homosexual practices. A pronu- 
nent example of this "ambtseruai" type was Oscar IVildc, but 
such persons are not uncommon is our commnnides. 

OTHER FORhfS OF SEXUAL DE\TAT30N 

It is extremely diSoilt to establish a fine line of distinction 
between "normal" and "abnormal" sexual behavior. The Kinsey 
report is only one of many sources that has pointed out that 
wellodjusied, happily married couples experiment with and 
occasionally resort to "pers-etted" physiological activity. Again 
it is a matter of degree: the person who constantly and exclusively 
indulges in sexual perversiom can be justifiably regarded as not 
normal in his genital life. Generally, though, such a person sbovn 
other evidences of abnormality £n behavior: alcoholism, nar¬ 
cotism, criminality, or rebellion against customs and mores of 
the environment and the times. 

Only brief mention will be made of the commoner fonns of 
sexual perversion. Abundant treatment of the subj^ is to be 
found in the works of Kraffi-Ebing. Has clock Ellis. George 
Henry, and Alfred Kinsey. 

Voyeorism. TTiis is the quest for sexual gratification by sur¬ 
reptitiously watching someone who is undressed or undressing, 
or persons who are cohabiting. The voyeur is popularly referred 
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to as a "peeping Tom," in aUusion to the quasMegcnilar^' talc of 
Lady Godiv-a. The entertainment industry- dcriscs part of its 
success from the vicarious stimulation it provides vo)curs, es* 
peciaily burlesque show habituft and those who frequent other 
■"girlie” spectacles. 

Fetishism. In fetishism, an inanimate ohjeci is personalired as 
a love object (a stocUng, a glove, a shoe, etc). In one variation, 
any botlily maneuver or nongenital part of the body may be 
the source of erotic stimulation. 

Flagellation. ^Xlsipping (prompted by sadism) and allowing 
oneself to be whipped (prompted by masochism) have been 
V.nown to furnish the stimulus for sexual excitement. 

Fcllaiio and Cunnilingus. Oral manipulation of the genital 
organ stimulates sexual arousal. In the case of the male organ it is 
known .as fellatio, of the female genitalia, cunnilingus. 

redcrasty. Sexual intercourse per rectum (usually with a boy) 
is refened to as pctlerasty; a synonym is buggery, or sodomy 
(not necessarily with a boy). Related to this is bestiality, inter 
coune with lower animals. 

Ilxposure. Perhaps the mildest form of sexual perversion U 
exposure. It is commonly found in clinical cases of old men who 
have rcvcaletl their genitalia to young girls. Invariably senile 
confusion underlies the practice, with sexual wishful thinking 
involved. 

Not every sexual pervert is a psydiopaib, for perversion is 
not unknown in neurotics and jnychoiics. Again, the ununial 
in genital activity may be prompted by circumstances which 
the French call faute de mieux-Ior example, men aboard ship 
lor weeks at a time, unisexual schools, and prisons. 

SOCIOPATH V 

^Vith^n this category "illness" is regarded in terms of an 
abnormal attitude lowanl society: it implies inability or iinwilb 
ingness in conform to the prrsailing ailiural milieu. Soctopaihic 
reactions are often symptomatic, indicating severe underlying 
personality disorder, neurosis, or pvychmis: or they may occur 
as a mult of organic biain injury or disease, llictc arc two main 
suhty jics: antisocial and dyssocial reaction 

Antisocial Reaction. Tliis term triers to the chrtsniralls anti- 
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social person who is "always in trouble," profiting neither from 
experience nor punishment and maintaining no genuine loyalties 
to any person, group, or code. He is frequently callous and 
hedonistic, showing marked emotional immaturity, and lacking a 
sense of responsibility. His judgment is poor, and he often 
attempts to rationalize his behavior so that it appears warranted, 
reasonable, and justified. In this group we find the hobo, the 
draft dodger, the radical, etc. 

Dyssocial Reaction. 7*be dyssocial individuaj is a psjdiopath 
with "asodal and amoral tren^." This person manifests disregard 
for the usual social codes and is repeatedly coming into conflict 
with them. The criminal and the delinquent are often included 
in this group. However, not es'cry criminal and delinquent is 
necessarily a psychopath. The same background factors (broken 
home, urutable parents, catastrophic childhood frustrations, and 
intense hostility against authority) that provide a setting for 
dyssocial reaction can also produce a neurotic or psychotic re- 
action whose dominant expression will be in terms of crime. 
In this regard, one tends to think at once of juvenile delinquency, 
and the thought is not amiss. Approximately one fourth of all 
arrests in this country are of persons twenty-one years of age or 
younger. Crime is increasing a bit more rapidly than population, 
but adolescent offenders are soaring in numbers eight times faster 
than adults. Scientific and popular literature are filled with ar¬ 
ticles on the alleged “cause” or "causes” of this mounting juvenile 
delinquency: television, radio, motion pictures, and comic books, 
with their “attractive" presentations of crime; disintegration of 
old-fashioned, wholesome family life; lowering of moral standards; 
lax disciplinary measures; indifference to religion; and the ex¬ 
tremes of progressive education. 

Over the past few years psychiatry has stepped into the picture. 
More and more delinquent children are being remanded to 
psychiatric rather than correctional institutions. In New York 
State no penal institution is without full-time psychiatric senice. 
Within communities the rising tide of juvenile delinquency could 
be slosved down, if not indeed stemmed, by increased support 
for police athletic leagues, church-sponsored clubs, school and 
ciric centers, after-class organized actirities, and supervised play¬ 
grounds. 
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The person ^vho is unwilling or unable to cope with his prob- 
IcTOs has several possible avenues of cscaj)c. Not all of these have 
tragic consequences: many individuals vsho have dreamed of 
luxuries and adventure have been willing to settle for a safe, 
humdrum existence. Others, beset by the turmoil of strong libidi* 
nal impulses, experience sttch a sense of disappointment and 
frustration in their unsuccessful struggle to attain maturity iliat 
tltey take refuge in a neurosis, they may create their own world 
{schirophrenia), or they rrtay seek satisfaction in delinquent bO' 
havior. Some individuals who art unable to face their problems, 
however, permit themselves to become adtlicted to intoxicants 
or narcotics, vvhidi tcm])orarily blot out from tlicsr consciousness 
the unpleasant aspects of whatever may be troubling them. All 
these reaction patterns serve the same purposc—the casting off 
of responsibility. AU of them arc distinctly infantile mechanisms. 

CASTROINTESTIN.\L ORIENTATION' 

The reader will nx^all from the disaistion in Qiaptcr 1 how 
an individual’s emotional life in infanc}' is centered around his 
gastrointestinal tract, and how infantile attachments tend to 
ficrvisi in adulthood as probletn-saving devices. AU addiaioni 
involve oral or parenteral consumption of some sulwtancc. liquid 
or solid, which provides a cransiiory relief 6j producing exhilara¬ 
tion, release from inhibition, or a sojourn in a fantasy vsorld. 
Tile addict has tndeevl revcrtcvl to his balqhood, wdierein all his 
wanu v^-erc sathficjl oraUj-~esen in the case of the dmg addict 
who lakes Ids narcotic hvpodmnically, it is often found tftat he 
began voih matijuana-loadetl cigarctiei. 

The range of addiction is vciy great, teaching all the way from 
Ito 
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the plight of the Skid Row drunk and the “hophead” to the 
equally abject if less dramatic situation of the compulsive de- 
vourer of patent medicines, candy bars, cigarettes, and midnight 
snacks. For what is addiction? So often do we associate the word 
exclusively svith the use of alcohol and narcotics that the full 
compass of its meaning escapes us. Anyone who is habituated, 
inclined, or prone to some pattern in a compulsive fashion is, 
in truth, "addicted.” And while it is, admittedly, the chronic 
alcoholic and the "user" who present the more serious social 
problem, on a ps)chological basis there is fundamentally little 
difference betVi’een the drives of these people and those of chain- 
smokers, compulsive *'nibblers,"and gourmands. 

PERSON’ALlT\' FACTORS 

■\Vhy does one person become an addict and not another? 
There is a common tendency to place the blame on external cir¬ 
cumstances ("she started drinking after her husband died/' or, 
"he fell in with the wTong crowd and began taking dope'7> 
Clinical experience does not support this situational type of 
interpretation. A characteristic preaddiction mixture of unfavor¬ 
able penonaltty facton is encountered in all addicts: weakness of 
will, a feeble superego coupled with a poorly integrated ego, 
incapacity to live in a competitive w-orld, and inabilit)’ to face 
disappointments and frustrations. These pieces make up the 
personality mosaic of the addicted individual, whether his addic¬ 
tion is to alcohol, narcoiia. cigarettes, medidne, or food. 

Addicted or habituated persons display still another common 
emotional reaction, dcfeatisin, which is reflected not only in 
their general outlook but also in their attitude towaid their 
addiction. Consider the obese wife who bewails her cxcesshe 
w’eight, in the full realiration that she has risked losing her 
husband’s affections. She resolves to follow a strict diet, and in¬ 
deed she becomes a very talented calculator of calories. But after 
each calorie-poor meal she lies down to read a nosel, svhile 
she pops one bonbon after another into her mouth. ^STien 
reproadied for her lack of fortitude she moans, like the alcoholic 
and the drug addict, “I just can't help it. I have no resistance/’ 
This, too, is the excuse of the four-pacls-a-day smoker whose 
cardiologist has issued W’aming after warning. 
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Al! addicts arc sisters (or brothers) tinder the sVin—fftrir psycho- 
sexual dft'cfopmcTjf has been faulty. Somewhere along the road 
ol chronological advancement their acceleration toward maturity 
has not kept pace with their years. Most often tlictr growth has 
been arrested-the libido is •Tixcd"—at the narcissistic level and 
they must ing«r something to assuage their feelings of anxiety. 
Instead of facing up to antagonistic forces outside ilicmschcs, 
such individuals incorporate into ihcir own bfxlics something 
which will help them to "live through" the situation privately, 
U'ithout asstiming the responsibility rhat is requirctl in inter¬ 
personal relations. Such a pattern of reaction is almost in¬ 
distinguishable from that employed by the infant. 

It is likely that the arrest in psycliosexual dc\'clopmcnt occun 
rather early in the life of these individuals, since some persons 
reared in strife-torn or broken homes, or in a climate of either 
cxccssisely strict or lax discipline, manage to solve tfieir problems 
satisfactorily and reach adulthood in an excellent state of adjust¬ 
ment. Others become resentful of authority quite early and 
despise social dictates: these arc the ones who. admitting defeat 
in the stnigglc to climb the ladder of psychosexual desclopmenl 
to emotional maturity, habitually seek the "missing tbrill.” 

ALCOHOLISNf 

From time immemorial man has been coping with the problem 
of intoxication. Probably not long after the stimulating qualities 
of ccrt.iin herbs were discovered, their habitual use developed, 
and soon the technique of fermentation was mastered. In all 
bniiiudes and longitudes men have found ways to extract stimulat¬ 
ing sul«tances from grain, poiaioes. rice, com, cactus, sugar, 
and countless other resources. Only a few nUiures (notably the 
Jewish ami the Mohaminetbn) base esrajied from the destmetive 
cJIccti of intoxicants. Whole nations have l>cen ruined, armies 
betrayed, and great undertakings placet! in jeopardy despite 
religious preachings ami governmental restrictions. It cannot lie 
said with auumnee that any one racial or national group h more 
giten to the use of intoxicants than another. An edict ii»ue»l in 
Paris .npirut the tale of abtiriihe containcsl the obtervation that 
the world’s highest alcoholic constimptioii it in France. The 
habitual use of intoxicant* ts csmimon antong the frith, and 



108 


Addiction 


drunkenness has become a serious problem in Soviet Russia, 
where one would expect the state to be strategically empowered 
to control behavior. In the United States the public health prob¬ 
lem of alcoholism is surpassed only by that of heart disease, 
cancer, and mental disorders. 

Paradoxes of Alcohol. In its natural state or in bes’erage form, 
alcohol is an endless paradox. Of itself it cannot be defected on 
the breath; the odor that one smells is always the flavoring added 
to make it potable. Of all foodstuSs alcohol is the easiest to 
digest, and it is totally digestible. In moderate doses it is 
medically useful (to the noncompulsiie drinker) in a number of 
ways: to proside relaxation, to relic\-e the pain of rheumatoid 
arthritis, to stimulate the appetite, aid digestion, and assist in 
alle^-iating the symptoms of the common cold- Aliliough alcohol 
is the he/e noire of the highway (only O.fll per cent alcohol in 
the blood may reduce visual acuity as much as the wearing of 
dark glasses after sundosm). a group of beer-svalling volunteers 
at the Vale Center of Alcoholic Studies actually oulperfOTmed 
their abstinent competitors in a series of spedal machine<£dency 
tests. A "drinker” is not necessarily an "alcoholic," and many 
steady drinken could not becotne alcoholics no matter how hard 
Ihq* tried- One Ne^s* York physician, determined to test this 
statement, loaded his station wagon trith t»vo cases of liquor 
and drove to a lonely cabin in Kew England. Alone and totally 
out of contact trith the trorld, he drank and sang day after day, 
night after night. "But,” as Milton Colin reported in the July 
19, 1958, Journal of the American Medical Association, "be was 
not happy. At the end of one solid month of inebriation, when 
this doctor returned to his office to measure his craving and 
physical dependency on alcohol as a drug, only one thing was 
certain—Ac did not scant to look at liquor for ike rest of his life." 

As a final paradox, while alcobol b commonly referred to as a 
"stimulant” it is actually a depressant By depressing inhibitory 
centers in the brain, it allows the indiridual unhampered expres¬ 
sion of underI)-iog drises, released in what appears lo be a state 
of stimulation. A single drink may suffice to comert the timid, 
apprehensive speaker into a self-confident orator; his limidi^ 
has been "depressed” and hb yearning for the approtal of hb 
audience has been freed for expression- 
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^Vhai Is Alcoholism? How arc we to tlcfmc “alcoholism"? 
Numerous investigators have pointed mil that the habitual use 
of intoxicants cannot be ascnbetl to the mere as’ailahility of ah 
coholic beverages. Milton Golin stated that "alcoholism is bas¬ 
ically a brain disease—insofar as the brain is {!) a physiological 
organ subject to mental aru! emotional stresses and (2) a socim 
logical organ subject to interpersonal demands and hyp!.ay.’’ 
^fark Keller, managing editor of the Qiiartcrly Journal of Alco¬ 
hol Sturfjcs, regards alcoholism as “a chronic bchasionil disorder 
manifested by repeated drinVing of alcoholic beserages in excess 
of the dietary social usages of the community and to the extent 
that it interferes with the individual’s health or his social or 
economic functioning." WHO (World Health Organiration) puts 
it succinctly: "One becomes an alcoholic when he begins to be 
conrcmctl about how actisiiics interfere with his drinVing instead 
of how drinking interferes sviib hisactivjiics." An ancient oriental 
proierb describes the downwanl prt^csslon of alcoholism scry 
ssellj 

"Fint the man takes a drink. 

Then ilic drink tales a drink. 

Then the drink tales a roan," 

Alcoholism is not a disease per se. Rather it is a symptom of a 
complex and all-inclusive pathological situation which insolscs 
the individual's mind, bmly, morals, and spiritual cxiiicnce-noi 
to mention bis environmental and interpersonal relationships. 
That alcohol attacks many pans of the body is a clinical fact- 
When taken in excessive quantities It may ptoslucc gastric and 
duodcn.sl ulfcrs, injure brain and nerve tissue, generate cirrhosis 
(hardening) of the liver, and lay the groundwork for nephritis 
(innamm-ttion of the kidney). The orarrTcnre of one or another, 
or several of these contHtions in a given individual is generally 
unpredictable. However, alcohol n/t.-«n'r affects the ptvthe. vvf«k' 
ing havoc with the etnofiorral scrucfure of the dnnler. Alcohol¬ 
ism is fouml to be part of ibe patrern of so wide a range of 
clinical diagnostic entities shat if is coming to be rcg-irdcsl as a 
pmhtem chicHy vsithin the juiisdiciion of tfie pvythiatriu. 

fitting alcoholism into the fnmevsort of mental tllnessM Has 
long been a peryitcxfng probtem. for many years the diffiailiy 
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was peremptorily solved sviih lie term “psjdiosis trith alco¬ 
holism"—a meaningless bit of hedging. It would be hard to say 
hosvmany persons so diagnosed o\er tlie years were more eligible 
for categorization under manic-depressive psychosis, schizophre¬ 
nia, or some other diagnostic group. TTie most recent revision 
of the American Psychiatric Association's classification places al¬ 
coholism under “personality disorders," in recognition ot tlie cur¬ 
rent concept that the habitual use of intoxicants bespeal;s a 
basic personality fiaw—a desire for flight into addiction. 'We 
noted that in the beginning it is the man u’ho lakes the drink, 
then the drink which takes a drink. At this juncture it U 
exclusively a personality disorder. In the tragic stage of alcohol¬ 
ism (when the drink lakes the man), one secs the more clearly 
cut and progressively destructive pirture of the diagnostic entities 
which characterize the illness. In this later stage the individual's 
penonality, his behavior, and his organ systems undergo increas¬ 
ing destruction. 

The '^'arieties of Alcoholism. The classical variations of alco¬ 
holism are: pathological intoxication, chronic intoxication, 
alcoholic paranoid states, delirium tremens, acute hallucinosis, 
and KonaLoS's reaction. 

Patkolocical I.vtoxication. The individual found in a state 
of pathological intoxication invariably is one vvho has shoivn 
abnormal penonality traits jirior to his intoxication and who 
continues to manifest them between bouts vrith alcohol. In much 
the same way as the epileptic, he frequently presents antithetic 
traits. He may harbor an introverted, asocial, schizoid personality. 

Pathological intoxication differs from the common garden 
variety of drunkenness qualiuti'xly rather than quantitatively. 
True, the “nonpathological” drunk and the pathologic one may 
both give vent to loud, even violent, behavior. But the latter's 
excitement takes place in the midst of a dazed state accompanied 
by excessive emotional display', usually of anxiety or rage, which 
soiaetunes attains the height of blazing fury and blind cljoJer, 
Auditory hallucinations are not uncommon. Although the attack 
ordinarily lasu but a few minutes, it may persist for hours. Auto¬ 
matic violent behavior may be carried out, even homicidal 
assault, but the individual recalls nothing of this deporimenl 
during the attack when he "comes out of it.” Upon being con¬ 
front^ with an account of his actions, he is tearfully remorseful. 
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Cjironic Intox/cation. An ahemative icon tor this rondition 
j$ “alcoIioJic dcicriorarion.” This h the Skid Row bum—phssi- 
caljy, morally, mentally, sociologically, anil 5pirilu.iny at the very 
nadir of human existence. His cliicf dread is society, but noi 
far behind is his abhorrence of noiiridimcnt. Along his downhill 
road to this sad stale the “chronic alcoholic” can Iw e.isi!y recog* 
nited by his refusal to cat. First he bt^ins to miss meals that svill 
interrupt his libations; Usen be atts his diet to intermittent 
snacks; finally, he refuses all solid foods and any bcscmqo that 
lack alcohol. It is the person in this state—undcrnoutishnl and 
in a general condition of dilapidation—who encourages the com* 
mon notion that alcohol is the guilty factor, whereas it lias 
been only an accomplice in this sclfHlesintciise cfTort. Indcctl. 
there arc insestigators svho interpret the tendency to destios the 
self as a latent force in the personality, and s^ho point to liabiiiial, 
compulsisc use of alcofiol as an expression of the udl to die 
(a type of psycliologicil suicide). 

Alcoholic Para.soio SraTts. The p«son who tries to “blot out” 
life ssdih alcoholic beserages is fmid.smeuialJy p.iranoid. When 
this pcnonaliiy feamre is predomiiianth outsundmg In the 
clinial picture, the diagnostic term usetl is "alcoholic paranoid 
tutc." Here are the eonfirmesl drinkers who arc suspicious, dis¬ 
trustful, sullen, irritable, argumcntaiise, and svlio may luxe 
delusions, chiefly petseaitory in nature. Tlie woild lias “given 
them a dirty deal"; no one will "give them a break." It is this 
type of alcoholic who best substantiates ilic rremhan theory 
that latent homosexuality finds its compromise in thinking Out 
of this complex of tfrises and frmtratumi, the paranoid atrt»lin(ic 
desxlops intense, thougli often subtle. Iiomosexii.il refaiiofisfii{« 
with his companions at bara ami "clul«-" Incident* of bniotlity 
following alcoholic debauches ai jalooni frtqiienth arc ptc* 
dpitatei! by risaJrics that grow out of these relationsliijw. 

Deuril’m TRr\ir-NS. Known commonly as "d.t‘i." thi» i* the 
most dangerous of all acute aiuf |>eTiotffc maniTcitatf'ins of 
chronic alcohol addiction. Usually piectded by .t prolongctl Ixmi 
timing which the patient has not eaten, delirium itnnens is 
rrcogniietl as the dcnoiicment of an akohoUr deterioration. ’Hie 
clauiral syrnpumis base lieen cxplainnl in litciaiutc as sinial 
hatfucinaiions in the form «( "pink elcpfunu.'* ''green snakn." 
and the Ide, svhich tfic ticlim feels are putioing him. He is 
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fearful at the sight of these weird spectacles but in Ms delirious 
state presents a "grim humor” in reaction to his helpless plight. 
In delirium, the patient's sensorium is clouded. He is confused, 
disoriented, and out of (xntact wth his environment, although 
he may be induced to respond from time to time. He is highly 
su^estible (the visual hallucinations can be induced by mere 
suggestion). Not infrequently his behasior in response to delu¬ 
sions svill mimic the features of his occupation; thus, the mail 
carrier may "mate his rounds,” walldng back and forth in his 
room and placing imaginar)' letiers in imaginary boxes. 

The alarming facet of delirium tremens is its phj-sical com- 
ponenL There is market! prostration, a weak, rapid pulse (itself 
an indication of a serious outlook), and a cold, clammy skin with 
profuse perspiration. Obvious symptoms arc violent tremors dur¬ 
ing the acute phase which lasts from three to six da)-s. Should 
the victim sursive this onslaught, he sinks into a deep sleep and 
awakens coraparatuely clear mentally but very weak ph)'sicany. 
Often the medical measures have to be heroic in an eJfori to 
preserve the patient’s life. The hean must be watched closely, 
alkalies and fluids must be administered intravenously, and 
spinal drainage may be necesary. 

Acute Halluclvosis. In some instances, following a spree of 
intense drinking, there may be a brief period in which the in- 
dis’idual experiences frightening auditory hallucinations. The 
condition, called "acute halludnosb,” may last from a fevt* hours 
to one or two days. The patient reacts to his balludnalions with 
abject fear. 

Korsakoff’s Reaction. Also referred to as KorsakoTs ps^-chests. 
this reaction is characterized by memory defects and disorienta¬ 
tion. Terrifying auditory halludnatioru are also part of the 
clinical picture. The differentiating sign is that the patient seems 
unable to remember anything told to him, cs’cn for a few 
minutes. It is typical of him, however, that he will give some 
son of answer—any answer—in an effort to cover up his mnemonic 
defect; in so doing, he will accept suggesu'ons readily, no matter 
how untrue or ludiaous they may be. His personality is usually 
that of a jolly, childish fierson- 

Treatment of Alcoholism. Several modalities are available for 
the treatment of alcoholism, the prime objective of all being 
the uncompromising termination of the habitual use of inioxi- 
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canu. Of late, however, the tmpjcion has growTi that sucli then* 
pcuilc regimens arc only palliath'c, and that dccp-ljing mech¬ 
anisms within the alcoholic's ps)clie must be sought otiL It is 
tnie, of course, that the patliatis'c or sj-mptomatic approach is 
indispensable, but it cannot l>c acccptetl as the fmal solution 
to alcoholism. TIjc pretlicamcni of the alcoholic is not unlike 
that of a person stilTering hradaclics due to faulty vision; aspirin 
may rclicse the pain but the sufferer cannot give up the drug 
until he has Iscen fitted with proper eyeglasses. 

McntcAL TRrjVTME.NT. Insiitutionaliration may be required in 
serious cases, if only to get the patient on his feet and on the 
road to therapy. His physical health must be supported by a 
well-rounded diet, exercise, and sufficient rest. Tranquiliring 
agents may l>e ncctletl for the anxious and "jittery” victim. 
Drugs sucli as aniabuse, which discourage the patient from drink¬ 
ing, arc effective, but unless someone stands over the patient to 
make ittre that he takes the drug regularly he will fail to do 
his part and will tmmesliately men to drinking. Antabuse ts to 
the alcoholic svhat insulin it to the diabetic-it is a cJteck hut 
not a atre. 

PsYatoTurstArY. Bccatise it is the jrersonallty imperfection and 
emotional immaturity of the alcoholic iliat demand the intoxi¬ 
cant at a solvent for life's problems and the qtiasi adjusuncnt ibis 
may afford, it should Ijc obvious that |>s}chothcrapy must f)e a 
part of the treatment if any lasting imprns cmeni is to Ise achievctl. 
The psychotherapist does not. however, work alone. lie has 
recourse to many allies. Pint and foremost there is the organira- 
tion known as "A. A." (Afenholia Anonymous), created a quarter 
of a century agr> by an Ohio surgeon (a enmpubise ilrinkcr) and 
his friend, a New York stockbroker. Tlie A. A. program (v»hicb 
includes the principle of group therapy, rc-etlucalion, etc.) has 
proml to l>c the greatest step forward in the struggle against 
alcoholism. 

Tiir Du.vcr. iS Rrjjcjoti ATTmt>r. An actisr role has also 
been plajctl by religion, with rnsnistert. priests, and rabbis work¬ 
ing in close cO'Ojscraiioii with the mctliral profession. Tlie v^tne- 
vshat heavy moralistic |sastoraf counseling of the past has under¬ 
gone a vsholcsomc change. Once the alaiholic was coiidemnevl 
from the altar av a sinner beyond uUation; now religion aclno'nl- 
ctlgrs he is a sick person wids the potential for a Ixttct and tidier 
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life. Sa)s Dr. Donald W. Hewitt, chief medical adviser for the 
Los Angeles Charity Alcoholic Rehabilitation Omen ‘'The 
phpician can refer the alcoholic to someone who will reassure 
his patient that God is a Iming and forgiving Father who is 
willing to blot out and forgive the sins if the alcoholic is only 
contrite and repentent (that is, if he has ‘insight*). ... An 
alcoholic is already suffering mily exemdating phpical and men¬ 
tal anguish. Portraying God as a stem, unrelenting Deity who 
demands His 'pound of flesh* for each sin committed will often 
load down the alcoholic with rrhat he feels is an unsupportable 
burden that only further drinking can ease for him.” 

The K.eysto>'z of the Treatmevt PRoevtAst. Increasing experi¬ 
ence and sodological research on the subject of aJcnholism indi¬ 
cate the trends that are taking place and the further steps to be 
adopted in tackling the problem of alcoholism: 

1. Alcoholism is a communit)’, not merely an individual, 
matter. Consequently, it is the family that should be treated. 
Promising results have been obtained at Johns Hopkins Hospital, 
where alo^holia and their wives (or husbands) hare undergone 
group therapy concurrently. 

2. Prevention is far more to be preferred than treatment. 
School programs are beginning to adopt a reasonable and 
effective presenuUon on the subject of alcohol me and abuse. 
Such a presentation should bean integral part of every educau'on 
program. 

3. Excellent results have been attained from such group ihe- 
rap) centers as the one at Central Islip State Hospital, Long 
Island, h'evr York, but additional centers are urgently needed. 

4. Research efforts—staibiical, phjsiological, pharmaceutical, 
sociological, and psychological—must be increased. Indications 
that this aim is being accomplished to some degree are found 
in greater slate and Federal budgetary grants, and in the con- 
tinueti efforts of the Yale University Center on Alcohol Studies, 
the National Council on Alcoholism, and the National Institute 
of Mental Health, among others. 


NARCOTIS-M 

Statistics are conflicting as to the number of drug addicts in 
the United States. The Federal Bureau of Narcotics has esiab* 
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Hshctl the total to be some G0.000» but otlicn }}clic\'c that this Is 
much too conservative. A Senate Judiciar)' Committee investiga* 
tion has accepted an estimate ot 150,000. 

Tsvo peailiaritics of drug addiction as a social problem do 
stand out rather prominently in the figures. One is that dnig 
addiction may well be on its way to becoming cthnologically 
one-sided. Roughly three out of five atldlcis arc Negroes and, 
according to the U. S. Public Health Service Hospital for drug 
addicu in Lexington, Kentucky, the percentage ot Negro patients 
in that insiiiuiion rose from 8.9 in J95f> to 52 in 1955. Tliis is 
indeed a startling statistic when one rcali/cs that Negroes make 
up but 11 per cent of the nation's total jsopulaiion. Tlie other 
peculiarity is the )ouiIv<cnteretl nature ol narcotism. 

Marijuana—-the Spark Plug. One of the more serious aspects 
of the narcotic problem ii the fact that one drug /s physically 
harmless and is not even habit-forming! That drug is marijuana. 
Tlie only pathologic tcsult of its habitual use that has been 
demonsiratcti in a large number of users is an optical condition, 
photophobia (cxafg»cnitcvl sensitivity to light), which makes it 
necessary for the sufferer to wear dark glasses at all time*. 

In the strict sense of the word, marijuana is not rcgardetl as 
habit-forming. Unlike the other drup mcntloncsl here, it does 
not develop an incre.tsing ami unshakable craving in the user; he 
can dispense with it at will whenever he pleases. However, mari* 
ju.an.v often serves as an introduction to a drug with a greater 
*'kick'*--pr»nclpally heroin. In this lies the insidious effeci of 
marijuana: it renders the individual easy prey for the "puslicrs** 
(vendors) of dnigs svhirh are habit-forming. 

Another ensnaring leaiure of marijuana is its ready acces¬ 
sibility. Unlike the other dnip. which must l>c smuggleil into 
the country, this wcoi ran be grown without any special horti* 
aiUural knovsledgc anywhere in the worltL It has been found 
in fields, in vacant lots, in w-indow-sill flowcf|»ots. and in tin 
cant on fire esca|>cs. 

Customarily smokeil in cigarette form, marijuana produces 
mental ex.ili.iijon. inroxicaiioo. and certain strange sensations— 
double ctuiseiousnevv. disturbance of lime and spare appreeiailon, 
amt a false impression of perfoimance efficiency. Reports of 
marijuana uvrn vrlio. witli little previous training, playtsl mu»i- 
tal instruments ot dances! skillfully while under the inllueiwc of 
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the drug are entirely unfounded. Microcosnn'c and tnacrocosmic 
experiences have been commonly described; in the former state, 
the individual has the impression that he is so large that he may' 
knock over objects or step on people if he moves; in the latter 
state, everything and es'erjone about him seem enormous. 

The Habit-forming Drugs. Cocaine, heroin, morphine, and 
opium have almost identical actions and effects owing to their 
fundamental pharmacochemical relau’onship, i.e., they are alka¬ 
loids. These are a large group of organic, basic substances found 
in plants. They are usually bitter in taste and phj'siologically 
active. None of them originate in the United States and all must 
be smuggled into the country through undcns-orld sponsorship. 
Heroin is chiefly Italian-bom; the others are gathered and dried 
in China and surreptitiously brought into this country either 
directly or via a number of way stations (Cuba, Mexico, and 
South America, for example)- 

CocAiNE. Cocaine is an alkaloid obtained from the leases of 
Erythroxylon coca, and other spedcs of Erythroxyton, Its local 
anesthetic qualities were first made known to the medical profes¬ 
sion almost a century ago by the eminent ophthalmologist, Carl 
Koller. There are two major degrees of addiction to the drug: 
acute cocainism and chronic cocainism. 

Acute Cocainism. After an initial brief giddiness and slight 
headache, the cocaine user is imbued with a feeling oC euphoria. 
These reactions arc typical responses to sympathomimetic agents 
(those which affect the sympathetic nen-ous system), of which 
cocaine is one. Under the spell of the pathological grandiosity the 
individual claims he can "accomplish great things"—and fre¬ 
quently he can justify this boast. He attains nesv heights in his 
work, speaking and writing fluently and impressively, or per¬ 
forming artistically svilh great serve, dexterity, and originality. 
Perhaps the most noteworthy example of this is the case of one 
of America's immortal surgeons, who inadvertently acquired the 
cocaine habit while a young man studying in Europe. Ernest 
Jones tells us, in his biography of Sigmund Freud, that the father 
of psychoanalysis advised this young man to use cocaine for some 
current complaint (in those days little was known of the evil 
effecu of addiction to this drug). Until his death—in his eighifes 
—the eminent surgeon remained a slave to cocainel 

After the stage of elation piasses, there is a generalized weakne^ 
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of ihc mfnis] faculjjc*. along wijb fa^lgiir. in-«>-ordinaMon, anti 
trrmu}omn«5. The final clinical piciurc i3 tbai of a morow, 
irrJiahle, suspicious person who may experience hallucinaiions. 
Fatal tcrminaiion is a jwsibiHty, depending on the dosage and 
the individual resistance. 

Tlic acute stage of cocainUm is rcfcrretl to as a "cocaine jag." 
in which the victim presents dilated pupils, pallor, quickened 
puhe. clcvatesl Wood pressure, and anxiety, all evidences of 
excitation of the sympathetic nervous system. 

Chronic Cocflinirm. Prolonged sise of the narcotic csentually 
produces a social ssteck—an utterly deprased and immoral in¬ 
dividual. He neglects every responsibility (job. family, community 
relations) and becomes completely dissociated from his former 
role in society. For some yet uncxplaineil reason, male addicts 
become sexually impotent and their female comuerparts resort to 
pcncrsions. In both there are extreme deterioration, overtalk- 
aiiseness, and loss of ability to is*orl uith the Intellect. Memory 
gross-j faulty and emotional reactions range from mild oserac- 
(Is'ity and excited states to sullenness, sutpiciousness, irritability, 
and a marling, surly manner. Tlie physical stigmata are svcll 
known: the patient complains of she "cocaine bug," expressing 
the feeling that .in insect is crawling under hii skm anti producing 
intense itchincss, s»hich compels him to claw at himself cotI' 
itantly. He is always snin'ing. as if he v.crc pcrjsctually detecting 
unpleasant oilors. Tlie signs of sympathetic exdt.iiion become 
more marVesl as the addiction progresses: dilatetl pupils, dry- 
mucous membranes, thirst, a prncralired sense of m.iljise, and 
cardLic palpitation. 

Tiir Onusi IJrxisAtisrs. Opium it the air-drieil juice from 
unripe cajuules of Papaver somm/erum or Pspaifr albxim. Mor¬ 
phine, lUsctjseml in IPOd by .SeriOmer. is a colorless or uhiie 
tTSitallinr alkaloid derived from opium. Heroin is a diatciyl form 
of mor|»)iine. In the form in srittcli heroin is used it is chcniically 
Inoitn as heroin hydrochloride. As in die case of coeatniim. 
there ate two phases of optumiim (morphiniim)—acute and 
thronic. 

dciitf O^-cuniiri (Ma*phmsn). Tlie classical drwriptJon of 
opiumism apjsearetl in lie Quinccy** rrnfentont 0 / ai O/ium 
/'jtcf. At first theie are euphc/ria. 3 disintlinaiton to mme alysut. 
and an obvc^sion wiili rich fanuilet. fcnally gitlng way to sleep 
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punctuated by lurid dreams. Emerging from his slumber, the 
addict experiences a sense of heaviness and leiharg)-. Rarely is the 
victim excited or depressed. 

Chronic Opiumism (Morphinism). Eventually, the opium or 
morphine addict presents a picture of emotional and intelleaual 
deterioration. He is feeble, emaciated, anemic, and debilitated— 
a shadow of his former self. His complexion is sallow, his pupils 
are constricted, he exhibits tremors, and his sensitivity is lowered. 
Alsvajs revealing are the marks of the hypodermic needle here 
and there on the body, indications that the drug has been taken 
in what addicts call “the main line." He is impotent, complains 
of bizarre skin sensations, and may develop extreme symptoms 
of paranoia. In some individuals an acute delirious reaction may 
develop. 

Heroinism. Both the acute and the chronic phases of heroinism 
closely parallel those of opiumism. Possibly because “H” is less 
expensive than opium or morphine, or because its importation 
into the United States from Italy has prosed so lucrative an 
enterprise for underworld figures with contacts in that country, 
heroin has become Public Enemy Number One in die battle 
against narcotic addiction. 

Comparison of Alcoholism and Narcotism. We have seen in 
the previous pages bow addiction is an attempt to es’ade respon* 
sibilities which the patient is unable to face. In withdratring 
from life situations, the addict to either alcohol or drugs is 
actually regressing to a point in his infanc}' where all his needs 
could be satisfied orally. The inadequate personality develop¬ 
ment which renders an individual unable to accept reality is a 
basic weakness, and because of this faulty detelopment the 
individual feels the need of some stimulating or eler-ating drug 
or intoxicant to blot out his problems—to make him “forget.” 
"While both alcoholics and narcotic users show similar personality 
structures, there are marked differences betiveen the two types 
of addiction regarding the individuals affected, the social implica¬ 
tions, and the altitudes totvard treatment. Below are listed some 
of these major points of comparison. 

Appeal of Narcotics. A Federal Bureau of Narcotia survey 
recorded 60 per cent of all drug addicts as being between twenty- 
one and thirty years of age. and 12 per cent under twenty-one, 
showing that nearly three quarters of these addicts are adolescents 
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or young adults. Tluj is the striving dilTcrcnce between narcotism 
and afcoliolhm. TTie latter ocnin chiefly in persons in their later 
years, iJie former claims younger indhiduah. ^VJ)) ihli should 
be so is not easy to explain. It would appear that the maladjiisietl 
adolescent (or recent adolescent) in the grip of a n.srcoiic is 
usually one svho. quite early in life, vras consumed by the feeling 
that lie had “tsvo strikes against him/* perhaps stemming'from 
a broVen home or other serious ncglecr; or he may he the in- 
disidiial ssho, in the face of osenshelming frustration, has 
desclopetl a hostile attitude tovrart! .authority, and consequently 
is resentful of c\-en the mildest social tesirictinn. 

On flic other hand, the alccdiolic. approaching the fssilight 
of life, is Ijaunied by the reali/aiion that )jc has “missctl the 
boat" in a number of ways (marital malailjusimeni. dissatishiction 
Ss’iih career, absence of adsenturc). has failed to attain his goals, 
or has generally “made a mess of things " lie is afraid of failure, 
afraid to face reality, hut usually lads the slrive to try for the 
lurid thrills dcrised from lieing “hoppctl up," and prefers to 
drown his dhgust and feelings of futility in a less cataclysmic 
manner. 

ATTmiir. Tossaw) TarATurAT Another striking difference 
l>etueen alcoholiim and rrareotism lies in the addict'* attitude 
toss-ard and the results of treatment. While the drug addict seeVs 
treatment much mote readily than does the alcoholic, the latter 
is more liVcls to l>c cureil of bis addiction 

Insariably, the isarrtiiic's quest for treatment has l>ehind it a 
deliberate plan to reconstitute himself so that he can begin the 
cycle of addiction all oser again-motisation for therapy basesl 
solely on economics: as the erasing for chugs demands higficr 
and litplicr dosage, the greater the financi.sl burden becomes for 
the addict. The alcoholic liowocr, deselofu >o low a tolerance 
to intoxicating bcscragcs that lie can altnosi W said to |>c “al¬ 
lergic" to them As time goes by. he Imn his diwttmtnating taste 
for the l>ettcr liquors and will accept the cheapest brands, then 
sstll lake to using substitutes (hair fotiirs, cough mrifitines, etr.). 
and tseniually one mrei* the onncsl beat (Siemo) hahitu/. In 
this sense, the alcoholic is In a jottier state than is the thug 
addict, for he ran continue to (eeil hti addiction at sety low 
ctotsoinic Irveli, whereas the natentic user requites * birgrt and 
bigs^ dme. 
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Economic Factors. Finally, there is a socioeconomic difference 
between alcoholism and narcotism that makes the latter a far 
more serious problem. It resembles somewhat the comparison 
between arithmetic and geometric progression. Let us say that 
the need for and tlie consumption of alcohol proceeds arith¬ 
metically; the supply is abundant and the cost within reason, 
and for a great number of persons ilie craving can be deferred, for 
a time at least. Contrariwise, the cranng of the narcotic addict 
is far more compelling and the desired drug is an exceedingly 
rare, illicit, and expenshe item. The fndisidual who is “hooked" 
becomes frenzied in his efforts to obtain a supply of his narcotic, 
and the deeper he sinks into addiction, the more intense is his 
need and the greater become his requiremenu. Destitution of¬ 
ten propels him to delinquent or downright criminal acts 
against society in an effort to obtain the wherewithal to satisfy his 
needs. 

CoMBLVED Alcohol and Narcotks. Can a penon be addicted 
to both liquor and drugs.’ From what has been described it svouM 
seem that such a combination is out of the question. Howes'er, 
among the ^oung. in the drive for a "lift," Uie early stages of 
drinking or the imbibition of low percentage alcoholic be%erages 
—the phase of "stimulation" as opposed to the depressive stage 
of heas 7 and constant drinking—are combined witli mood-elevat¬ 
ing drugs. Thus, bentedrine {amphetamine), which resembles 
adrenalin but possesses a greater ability to stimulate the higher 
brain centers, is mixed sviih cheap domestic svine by tlirill-seeking 
youngsters. This potent concoction—the "bennie"—is, unfor¬ 
tunately, easy to obtain and sery cheap. Case histories of drug 
addicts very often rescal that the bennie is the first step on the 
stairsvay to heroin addiction. 

Treatment of Narcotism. The problem of devising an effectis e 
means of fighung the drug addiction situation remains essentially 
unsohed. It has spilled o\er the bounds as a medical cliallenge 
and has become of major interest to sociologists, jurists, penol¬ 
ogists, police officials, and others. One reason for tliis is tlie lack 
of concurrence on therapeutic programs. Even ivilhin the same 
discipline there are strong adherents of diametrically opposite 
re^nmens. It is possible that this widespread disagreement steins 
from a seemingly vain attempt to develop a permanent cure. 
There base been strikingly successful instances of recoserics. 
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as in the ease of Barney Ross, the cX'.Vfan'ne hero am! former 
prize figfitcr. Rms gained excellent insight into hit condition 
and has since dcsotci! most of his time to dcliscring lectures on 
the \iccs of narcotism. Bui sucli cases are rare and receive aticn' 
lion only because the person involved is a public idol. 

In spile of vvhal was said previously conceminp the contrast 
Isctwecn the alcoholic and the narcotic addict in hts attitude 
tosrard treatment, not every addict seeks therapy. Unfortunately 
some prominent persons, espectalh in the entertainment world, 
who capture the imagjnaiion of large blocs of the population, 
have suITicicnt funds to keep themselves in a scmiadjustcil state. 
Consequently, they loom as models for.youihful jtcrsnns wfio long 
to "Jive with a thrill." Added to this is the fact that there is no 
statute by svhitJi an addict can be forcibly institutianalizcd for 
treatment; such incarceration it legardcd as a violation of the 
individuars basic constitutional righu. As was formerly notesl, 
while many addicts do seek treatment, it is not a cure they are 
after, but improvement to the point schcrc they can return to 
the small dosage that is within their financial jneans, 

Three meihcKlr of treatment for narcotic atldictton are pres¬ 
ently tMCsl: immediate and total withdrawal, gradual and partial 
withdrawal, and the "Bntish plan." 

I.vfvirojMT Asn Totai. WminnAvvAr- Among chronic users of 
narcoiio, this meiJimJ is known as "cold t»Jtl.ey.'* Anyone who has 
wiinesscvl this honible-sotnctimcs fatal-sesjuencc of phvviologi- 
cal and jKychologicil events h.vs been vivibly shaken by the 
patient's maniacal behavior and physical torture. lie is tcstless, 
complains of chills an<I “hot flavho." has excessive nasal recrction, 
and shouts that he is luflocaiing I fe cxpeiicnrcs severe alxJominal 
cramps and "dragging" pains in the legs, j>crspirrs profusely, and 
iltaVeS violently. Vomifirig and diarrhea rack his gastrointestinal 
system. He may "see double." .Male sufferers have seminal emir* 
linns and females exf>rrrencc orgaims. Hie priient ahcfttatr* 
l>etwetn pleading for "just one more shot." v*ecj>tng, iKgging on 
his knees, and threatening, shttekiiig. and cursing, while Israting 
Ids fjsts on tncial bars, r.seniually he collapses 
’rite foregoing state way last for two or three tlays after tfie 
vriihihawal irgimm is rtazret) By this lime mrdjcal aid mar l>e 
unable to pifseive his life. If he sloes lurvive, vigorous measures 
arc instituted to restore liim ingiy*! heahli. 



122 


Addiction 


Gradual and Partial 'WrrHDRAWAt. Under this program of 
slow and incomplete reduction of narcotic dosage, the patient, 
with supendsion. receises his customary drag in decreasing quan¬ 
tities, and non-habit-forming sedatii-es are substituted in increas¬ 
ing amounts. A variation of this method emplo)^ somesvhat faster 
withdrass'al svhile the patient is subjected to vigorous replacement 
of vitamins and minerals and a high caloric dieL Fluids are 
maintained at a high les-el for several daj-s. At the beginning of 
this treatment jsrogram the patient is usually un<ooperative and 
may have to be fed intrasenously. 

The "BRmSH Plan.” This therapeutic program has stirred up 
heated controversy. In England narcotics are prosnded to addicu, 
free of cost—but only if they agree to undergo and continue to 
follow ps)chotherapy until the phj'sician deddes the treatment 
may be discontinued. The philosophy behind this scheme is the 
belief that the narcotic trade, vdth all its undenvorld accompani¬ 
ments, would thus be deprived of its income and collapse and, 
as a consequence, the root of this evil would be stamped out 

Regardless of the method of treatment used, it is generally 
agreed by all concerned that p<)chotherapy must be included in 
the program if there is to be any lasting improvement The addict 
to either alcohol or narcotics has tried to escape, through which¬ 
ever form he chooses, from the reality of his problems. He must 
be brought bad, through psychotherapy, to a recognition of these 
problems, and must be helped to make an adjustment to his 
environment before peimancni recovery can be expected, or even 
hoped for. 
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Ai ilic hallway mark of the iwenti'ctlt <cttiur> the term “mental 
retardation” began to taLe the place of “mentaf ileficicnc>,“ vhich 
had earlier replaced "fcebtc-minJctlnrst ” This winantic shift 
came in resjKimc to two des'clofinrcnts First, fxith professional 
and lay groups (in partrctilar, p-trents of rctarilet! children) 
reached the conclusion ihat thcconcr]>t of "deficienfs," implsing 
fault) hcrerliiy, vas an unwarrantet! stigma. Second, the older 
phrase, suggesting an innate, inctadicablc delert that pcrnsaMcnily 
limitesl the indisidtiaVs development, placed unjiisiiried stress on 
a hopeless outUjoV. As it became apparent that much could !>c 
done to Improve the lot of these unfortunate people, and a wide 
range of conditions began to be categorircil unticr “mental dc* 
nciency,” the concept of retardation gainnl favor, and now It it 
generally accepted as the accurate, comprehensive teirn for the 
conditions described in this chapter. 

.^fe^(3t retardation <loes not refer soJeh to intellecfual in- 
adet^uacy artd its accomfunving social inahstlapiahihiy, but in¬ 
cludes erry *’slowr«J mind/* Tlie fondhion maj be sern in a vclih- 
drawn and preocniplcsl psvtboiic. a beluddlevl aUtdiolic, a dnig 
addict, or an introspective neurotic, as vsell as in the mongoloid 
idiot or the “moron.** With respect lochildtm, the new, l»roadrr 
clinical concept of rttarsUtinn has Icil to increasetl stress on the 
clinical concept of the eutiitie c/ttM, vshich is discussed later in 
this chapter. 

Tlic .Xmrrican Association on Mental Orfirirnrs defines fctble- 
mifidednest. or mental retardation, as '■focluding all degrees of 
menta} defect due to arrestee! or Iraperfecr mental deselopraenr. 
as a result of which the jwrson so afflicted l» incapable of tomjxt- 
ing on cipisl terms vi-iih his nortnil fellows or ol managing him¬ 
self or his aSairs vith oidinary prudence.” 
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PREVALENCE OF MENTAL RETARDATION 

It is estimated that 3 per cent of the American population xs 
mentally deficient Howes'er, if “borderline*’ intelligence, is in¬ 
cluded (I.Q. 70-75), that figure becomes 4 per cent It is amarlng, 
nevertheless, that only three one-hundredths of I per cent of 
mental defectives of all grades are institutionalized! It is interest¬ 
ing to note how this hospitalized group is distributed in the three 
categories of mental defidency (considering intelligence level only 
for this immediate discussion), because an appreciation of this 
dinical-statistical phenomenon must influence the approadi to 
therapy, on which lay and medical authorities differ, as we shall 
see. The distribution of the hospitalized retarded is as follows: 

Percentage of 


/.Q. Range 

Total Hospitalized 

0-19 

30 

20-19 

50 

50-70 

20 


The broader concept of mental retardation is more easily ap- 
predated when sve consider the nine known causes of defective 
intelligence. The most superfidal scanning of the following list 
will res’cal that the range of causative factors is wide and that it 
indudes features in effect before, during, and after birth; me¬ 
chanical, bacterial, and traumatic influences; and the still un¬ 
known elements of heredity and metabolism. 

1. Prenatal Des-elopmental Disorders. ‘Tauliy embrj-otrophy,” 
which refers to passing developmental mishaps and toxic infec¬ 
tions occurring during pregnancy, bas long been neglected by 
researchers. Of late, howes'er, it has become the center of investi¬ 
gations into maternal prenatal illnesses, particularly the “exan¬ 
themata” (those diseases characterized by skin eruptions, such 
as measles, chicken pox, etc.). It is dinicaUy knos^m that these 
acute illnesses, most commonly encountered in childhood, fre¬ 
quently affect the white matter of the brain and lead to permanent 
org ani c damage (e.g., encephalitis). There is accumulating e\i- 
dence that a sizable number of mentally defective children can 
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li3\-c their rcianlaiton meed lo moihm who, carl) in pregnancy, 
suncrctl the acute di^ea^ rocniionwl |»rc\iouil). 

The fomntoncM prenatal dcNclopmcttial diiorder {anil mal- 
fonnation) iccji in mentally dclecii'c induiduah U hydtrKrf'ff 
nliis {hydro, w'aicr krphntf. head). Heir. Jaulty i!c\e!oj)mcni of 
the hlooiJ-rcrchrmpinal fluid scpinm mnhs in the arriimulaiion 
of fluid within the brain of the victim and ilie amsequmi lep.ira- 
tion of the jittU's fjones. T7tc iniariahlc tcnninaiion-at a %ef)* 
early ape-it the fatal “hitrstinR*'of the hpttt uithin thccraninni. 
>fcntal dcficicnc> in h^drocephalm “mechanican)" tettiln from 
the dammed up an<l eicr inaea^ing fluid ptoting more and 
more on brain tissue and atrophsinR (shrinlinR) that m-gan until 
tlicre is complete cessation of (unction. A hsdroccphalic child 
seldom Uses to its fourth birthday. 

Other desclopmental malfoimaiions include mimvcphaly 
(small head), o\\fcph.ily (so-called “pin" or "sutpir cone" head), 
and porencephal) (cysts or cavities in tljc brain). Ondttions sueJt 
as ancnccphalia (absence of brain) and rvclopia (one e>c and 
fused \-entrlcles of the brain) are not compatible ssith Ufc- 

2. rncrjihaloflialaria. Ulerally me.sninR. "soft brain,” this 
calryjory includes the svealih of injuries tli.si result in dcfonttitles 
.and mental deficiencici seen .at birth Tlmse injuries anti deferts 
may l>e manifened in many scats. sSome of the clinlrjl entiiiei, 
jucii as tn/.snti}e congenial hcmiplegii r'ltalf’Sirole,” i r, pjrah 
)-sis of one side of tlic IkxIj). cheielj teccrnble adult syndromes. 
It is not Vnown how much influctirr a fortuitous conibitnn'on of 
penes exerts, or to what extent an inexplicable intrauterine slu’fi 
or change ma) cnnsai an otherwise lieahln embiso into a faulty 
one. 

S. Cnnpmiiat Mental Deficiency. ITe most frequent condithm 
contributinp lo inlcllipctsttal inadcquia iv rnonrjohim. It sxturs 
in IP to |>er cent of all cases sif mental defiricnry. 

U was Dr. J. fjnpdon Dossis of lamdon Ssho. in IFtVi, named 
those infants sshme (.it lal ctisracirtistics Trwrtnble the Ojienial so 
remaitaldy. Kecf ntl^. in Ss''! me the cause of nmneolintj. rrieaTcli 
has l»ctm fotudiip on the h)|*otht-sis that faults (unctif>ntnp of 
lex flands. the t!i)ioid. and the iu|»r3trnib. under the “leader- 
s}iip''idthe piiuitars, mas treat fault, ihetcbv ptexentini,' mijina! 
pToisih and dcsrlopmcnt. It Is also thought }»«-sdile that rlurinp 
prtpnants the mother mas Jail lo privlutc hotsnonal sfstetioov 
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adequately or properly, owing, perhaps, to her age, or poor 
phj'sical health. No mongoloid woman has e\'er become pregnant, 
a fact which seems to substantiate this theory. Until recently, 
mongoloid babies ("like" mongols, but less severely so), died at 
an early age, driefiy because ol their vulnerability to infection. 
Contrary to popular opinion, mongoloids can live to a ripe old 
age. At the Vineland School in New Jersey one such patient at 
the time of this wiling was in his se>-enty-sesenth year. IVith the 
advent of antibiotics the majority of mongoloids are now living to 
adulthood, and psychiatry is only beginning to discos-er the extent 
to which these people can be taught or trained. 

There are seseral other characteristics which mark a mongoloid 
individual other than the typical Mongolian features. The small 
skull is flattened in the rear, the hair is dry and sparse, and the 
tongue is large and fissured and usually hangs from the open 
mouth. Hands are squat and broad, the fifth finger being unusu¬ 
ally short and cun^ inward. Limbs seem rubbery because of 
poor control or complete lack of control over muscles and liga- 
ments. Genitalia are small, the abdomen large, and the palate 
often deformed. The mongol child is very affectionate, imitative, 
and jolly in disposition. 

4. Metabolic Disorders. Such clinical entities include several 
conditions that are extremely rare. The commonest is amaurotic 
family tdtocy or Tay^Sachs disease, a disorder characterired by 
blindness, paralysis, mental deficiency*, and a cherry-red spot on 
the macula lutea of the eye (within the orbit and seen only with 
an ophthalmoscope). Sud\ an infant seldom lives to two years. 

5. Disease of the Endocrines. The outstanding example of this 
cause of mental retardation Is the failure of the thyroid gland to 
function adequately, resulting in cretinism. In addition to the 
physical signs—thin, slrawlike hair, brittle nails, dry, thick skin, 
puffy face, and large lips—there is mental deficiency to a degree 
that the child never reaches a level higher than imbecility. 

6. Tumor- Here, the implication is "multiple" growths, usually 
seen as nodules. An example of this group is tuberous sclerosis, 
characterized by small lumps under the skin in various parts of 
the body, convulsive seizures, and mental deficiency. 

7. Trauma (Injury). Before, during or after birth, trauma re¬ 
sulting in brain damage may produce mental deficiency, depend¬ 
ing on the site and extent of the brain involvemenL The presence 
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or absence of a pcrmancni Inion a« oppmctl to a iraniient, mcr* 
jjblc one, very often detenninw the exicni to whirb the brain 
m'n be affeaetl. 

8. Infection. As in the ease of trauma, damage to the brain 
infection (prenatal ox {xntnatal) ma^ result in mentai deficiency; 
the effects depend upon the extent to vhich tite brain is in\T>lved. 
nacterial provoation has been dccteasing, of course, as more 
sjKcific antibiotics base enteresf die arena of inedicat therapeutics. 

9. Ilcrcdodejjenctatisc Plseascs. As die designation implies, 
llicsc dcsiniclis'c brain conditions arc inherited. One example is 
Schilder’i dhease (enrephalilh f>euaxilii diUtisa) in t^hicli there 
is progrestise brain dq^cncration. clinically manifested by tltual 
failure, mental detcrinratton. and sfmtic (rigid) paralysis. Certain 
infections can also l>e hcreiloilegencratis'C-tnatCTnal syphilis 
it a condition of this nature, in vhich the infant is infectetl 
during pregnancy anil is l>orn vith tlic disease. Tliis disease is 
csidenccd at hirth by the yellow, hypertrophied, fatty appearance 
of the placenta (afterbirth): die diagnosis it corrolMiraird by a 
blood ^Vas^e^mann test, Thanls to intensise antibiotic therapy, 
tonildcrable clinical juccess has been arhined, and juvenile j) 7 >l>* 
ilit, particularly juvenile pareiii. is seen infrequently In younger 
children. 

10. Unknown Causes. Finally, there ate many cases of mental 
retarslatton in vhich there is no tangible, uleniifiable cause. 
Tlicsc arc said to lie "idiopathic.” or of unVnoH-n etiology. 

JNTELLIOKNCi: 

Mention of "intelligence” aiul "menial deficiency" imtnetliaicly 
brings to mind the jwpuUr icrm "J.Q," It is commonly asvumctl 
ilui iniflligcnrt lots are the »mr quo non in measuring mental 
capacity. However, Mbileihcy are mehd diagnoitic aidi. they are 
not scJentiftcally precise or ipccific. and they sene merdj as a 
guide for the psjehtatrisf. Too often an 1 Q. is disproporfionate 
to the total tliniral picture. For example, there tv a ivj>e of mental 
deficiency Inoxts at I’rfiot sni’ant in which an imfxcile or moron 
(in letmv of IQ. standards) hat an unuvual sdrptnrvs In one 
|U{ti(itUT field of endrasor. such at autnrnohile lr|«fr wnrV, fix¬ 
ing waulics, srtc. Tlius, a tlierapy program tar a tetatded chibl 
can never be bated i-dcJj an the lesuht of I Q mraturrmemt. 
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The prime element in defective mentality is a deficiency in or 
an alteration of intelligence, a tenn that may be defined as ‘‘the 
general capacity of the individual to adjust his ihinUng to neu- 
and unexpected requirements (which he encounters) in the cn- 
vironmenL" Intelligence is contrasted with instinct, svhich may be 
defined as “the innate capacity to cope srith environment” In¬ 
telligence depends on memory, association of ideas, perception, 
and execution. 

Intelligence tests may, in a general way, indicate whetlier the 
individual is subnormal, normal, or abos-e aserage in intelligence. 
The most widely employed test is the Terman-Stanford Res-ision 
of the Binet-Simon Scale (originated in France) whidi is an 
effective means of measuring the mental capacity of children of 
scliool age. In testing adults, tlie U'echsler-Bellesiic Intelligence 
Scale has been of considerable value It should be remembered, 
however, that such measures of intelligence refer to the relative 
standing of one individual in comparison srith otlien in a large 
group: social adjustment is equally important. As Binet and 
Simon, the originators of modem intelligence toting, stated; 
"A peasant, normal in ordinary surroundings, may be considered 
a moron in the dty.” 

In addition to a great xarieiy of tesu generally applied, there 
are special tests for children under the age of three. Performance 
tests are as'ailable for various age groups, svhile mechanical tests 
ha\e been created for use both with children and adults and 
particularly witli blind, deaf, and un-co-operathe patients. There 
are also less intensive tests which measure the indiriduaFs reading 
ability, skill in manipulating blocks, mastery' of vocabulary, etc, 
in order to determine his I.Q. 

IDENTIFICATION OF MENTAL RETARD.ATION 

Dr. Clarence Potter has established the folloiving criteria for 
the identifecatioia c£ defideiicyt 

1. Is the patient socially meffident? (Is he a child who cannot 
adapt himself to routine or to the school situation? Is he an 
adult who exhibits antisoda] beharior, etc?). 

2. Does this socially ineffective state depend on maladjusted 
intelligence? 
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J. Has tlih malacljujtc<l ineclKgcnfC «npmatc<! during the de- 
\f!opmcnt.iI |)criod of life? 

Tlic ansKcn to tlirtc three questions asnst the psjchiairitt in 
detennining not only whether the patient is mentaUy defective, 
but also to what extent that comiition may picscnt his potential 
jocial ailjiisimcnt. On the basis of such analysis a long range pro* 
gram of therapy and training on be individualiretl. 

Certain symptoms aic common to most types of mental dc’ 
ficiency, and these may be comidcresl under the four headings 
of mental symptoms, physical symptoms. enilocTinopjihics, ami 
neurological signs and symptoms. 

1. Mental Symptoms. Common to mental defectives arc the 
following symptoms: 

Faulty comprehenu'on. 
roveriy of ideas. 

■'Veal, illogical re.iwn{ng. 

Immature foresight 
Superheiality of observation. 

Cmoitonal tminaturiiy. 

More inslividttaUtesl symptoms arc: 

Delay and rciard-stion in motor functioning and growth. 
Delay in acquiiltion of speech. 

Faulty fniegraiion of aciiviiles (i.c. failure to respond to 
cnsironmental stimuli). 

riay ineffcctiseness-at first with toss, later with other chil¬ 
dren. 

Delay' in aetjuifing habits of |^ers<Jnal hygiene, eating, social 
Iseltavior, and cleanliness. 

Secondary personality reactions due to the child's frel/ng that 
he is diJTcTent Itcmt othen («tferi«rity|: shyness and tmiidity 
and bchav tor reactions winch occur as ’’compenutiorj for the 
Inabiliry ro Iram.** 

2. rhysical Symptoms. Tltcse Include: 

Flaring, paiiemleis ean. 

Congrnifal caiaracsi. 

Defective palatal arch. 
liTt^larJy erupting teeth. 
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Spina bifida (congenital fulure of the spinal canal to close 
which causes the cord to herniate breath the skin), or 
spina bifida occulta (partial failure of the spinal cord to 
close, in which case a true herniation has not occurred). 

Ocular imbalances. 

Congenital heart defects. 

Horseshoe Udneys. 

3. Endocrinopathies. In these cases, dwarfism, unusual obesitj’, 
scaly sUn, thin, brittle hair, or \-arious other symptoms may be 
present, depending on wliich endocrine glands are affected (pitui¬ 
tary, suprarcnals, thjToId, etc.). 

4. Neurological Signs and Symptoms. These include muscular 
weakness, palsied limbs, pathological gait, changes in reflexes, 
alteration in sensation, disequilibrium, etc. 

Parents should know that certain emotional states, resulting in 
intellectual defidency may be mistaken for mental defectiveness. 
For example, strephosymbolia is a reading defect in which a child 
fails to learn to read in response eo tnditlonal classroom methods. 
This is not "word blindness" (alexia) in svhicb a neurological 
lesion actually destroys the "reading center” in the brain, but an 
outsv-ard expression of an inner conflict in which letters "mean 
to a diUd what a Chinese laundry ticket means to us." to quote 
Doctor Potter. ‘"i\'ord deafness" is a similar condition based on a 
like emotional situation. The diiW is not organically deaf; he 
hears everything that is said, but the svords are meaningless to 
him. Thus, he may hear, "Please close the door," and respond 
by tying his shoelace or, more commonly, simply stare at his 
questioner. 


TVPES OF MENTAL RETARDATION 

There are three levels of mental defidency or retardation: 
idiot, imbecile, and moron. W'e shall differentiate among these 
categories and explore the capabilities and limitations of each. 

An idiot, as the tenn is defined by the American Psychiatric 
Assodadon, "is unable to guard himself against common physical 
dangers.” Low-grade idiots cannot be trained; high-grade idiots 
may be taught very simple procedures, such as toilet habits. How¬ 
ever, they carmot Icam to dress or bathe themselves. They com- 
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preliend only the jJmplcjt cnromantli. Many of them, bccaute of 
congenital paral)^!* or muscular weatnesi. cannot cs’cn lit up and 
must be ipoon fctl. At most, their speech consists of a few anicu* 
late words. Some idiots are \ery restless, noisy, and datnictis-c: 
others He immobile in bctl, staring s-acantly at the ceiling. Most 
idiots maintain some type of endless, stcreotypeil movement, such 
as ssca)ing on their haundies or twisting the head rhythmically 
from side to tide. 

An imbecile is dennetl as a person who "is able to guard himself 
against common physical dangen. or can lie taught to do so. but 
cannot profit from ordinary teaching.'* In some instances, a high- 
grade imbecile can learn to read a few monmyllabic words, assist 
in simple woxk, and wasli and dress himself. He cannot, howes'cr, 
support himself economicallv. Although they arc generally pleas¬ 
ant. very affectionate, and faiildtil, imbeciles lack the innate 
ctrrioiity and spontaneous sis-acits of norma! dnldren of the same 
chronological age. 

A moron Is often able to progress slowly through the lower 
grades of elementary school Sometimes a high-grade moron may 
reach high school l^forc Ids inielHgential handicap h detected, 
hforotu can leans to perform simple, rmitine tasks suds as errands, 
distributing leaflets ftom hmisc to house, washing can, etc. Too 
often (heir ssiggeitiblc ami itrsdcsclopetl minds arc capitalired 
upon by crimin.sls who can easily train thens to be killers. Morons 
arc generally sullen and sulky, easily irritatetl. but s cry responsive 
to flatter) and gifts. 

Piychometne elatsif.eeiton of mental retardation, an arbitrary 
delineation at Irest. is as follows: 
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obvious that it is not mental retardation per se that leads to 
institutionalization, but the inability to adjust to the outside 
^vorld. The ovenvhelming bulk of the hospitalized mental defec¬ 
tives is composed of acutely and moderately retarded groups. 
They present, primarily, somatic and psychological handicaps. 
Only a very minute number are in institutions for academic train¬ 
ing. This, then, is the irrefutable answer to well-meaning but 
uninformed groups who believe the panacea for institutionalized 
defectives is special education. This belief has prompted mis¬ 
guided organizations to hght attempts of state mental health 
departments to change the name of “state school" to "state hospi¬ 
tal and school," in recognition of die need for integrated medical, 
neurological, and psychiatric care for nine-tenths of all patients. 

Even some doctors are responsible for uninfonned attitudes 
toward retarded children. Psychiatrists justifiably resent the 
point of view taken by obstetricians and pediatricians who e.xhort 
mothers, upon delivery of mentally defective infants, to "put 
them away and forget them." Dr. Clemens E. Benda has com¬ 
mented on the consequences: "UTien one of these mothers is 
summoned months or years later to the instituu'on because of her 
child's critical condition, or need for surgery, etc, she invariably 
exclaims: 'Is this ivhat I svas told is a monster—this pretty. lovable 
child who happens to lack normal intelligence?’ And, very often, 
such a mother, in reaction to guilt for rejection of her baby, 
suffers an emotional or psychic disorder.” 

This point of view is particularly applicable in the case of a 
mongoloid infant If the baby's mongolism is the sole psychic and 
physical handicap, it ivill fare lar better svith Its mother, for a 
mongoloid does not require more or different care than a nonnal 
baby. On the other hand, if institutionalization svere an. absolute 
necessity, in Neiv York City alone, wdih 400 such births annually, 
an institution of 2,000 beds, exclusively for mongoloids, would 
have to be erected every five yearsl 

THE AUTISTIC CHILD 

In the recent past it has proven clinically wise in diagnosing 
and treating children, to give careful consideration to the effects 
of autism. "Autistic thinking” attempts to gratify unfulfilled 
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doirw witlioiu dur rcyjarc! for tcalh^ Objective ttralii) ii dis* 
lorted, olnctirctl. tncn cxcliidcd When an autiiiic child ii witli* 
dnwn. rcgrciicd. rctardc*!, |»erhajn “nunc.” it ii quiic apparent 
iliat inch a clinical picture could l>c the rciuli oI a mere 
psixhoiij, actual mental deheienci. extreme itifcction. profound 
nmrolic preoccupation, or one«if mcral other cauiei I.iKc«'i«e, 
lincc tlie child cannot (or will not) pai attention, intclli};encc 
Iniing would prodiicr a Jmv J Q —rcganllcii of nhciher the 
subject is an actual imberilc nr a brilliant, but psi cholic, child. 

Tluteforc, no autmic cliihl it iniitallv rcgardcil as .n mental 
defective Ixtfore intcniive attempt* Jt.iie I»cett made to nneoier 
arnl remove other posiible cames of the aniiun. As time goes 
by, it is Irecomtng increa'inj;l\ common for the psichirriist to 
encounter a rinhl with .«n I<* of 'tt vdio. vtlien the prosocatise 
etiolnpy* ii found and obliterated, ptrventi. on rcievtinj;. an 
I.Q. of 110! Dr I-auretta HeiMlcr. .»n atiiboritv on clnldtcn'i 
|H)chologic.tl and pivcluattic diflicubiei, nates that mote and 
more of ihesc auititic ioungiicri arc proving to lie sictinsi of 
organic brain diieavc or Kbiropbrenta. 

TRr.AT.MENT OF M1.X1 \l. Kr-TAUDATION 

Treatment of mental retardation iv not the blcaV. bofieleti task 
most Jajnien Iwlievc it to be Tor example, nhen mentally tlefrc* 
live tnint ate lepirateil afiri biiili and one of iJirm j< expmerj 
to specialircil, inirnuie training and education, be \«ill actually 
tieirlo}] an 1 Q. lucber tlian lii* tiniutnted twin It iv true that 
more can lie done with ari<l i* exjicftetl of the fiigher-graiJe dc* 
feciive. Atibough intellectual rj|uciis cannot l>e apprrriably 
augtnentrtl, treatment can and «bould aun to mrVe ilir patient 
toriall) adjuitable and acceptable. All j>er>rmt ntr\l opjxirtunitiet 
to develop inirllrt-tuaUv, but junvibly even more imjxvrtant arc 
the emotional nmlv: social ircngnilitin. »«mii\, love, a dunce 
"to ifo.^ anif neve expcrlVncrs ffr, Wafter T. rctnafd afuavt 
inainiaincil that the fcrldc mimlcil j’etvm has a right to base hi* 
ncoU vindcrvtixxl and lo l»e Itratctl aceonlinrlj, injtead of [“•ing 
tlai'tfml and IwtatM on ibe bnUof hit f Q. 

In plannlnj* a ilirtapy |«ogfam it l» rrcnmm^r.dct! In the 
.Ammran Av»-r<i*iwn on Mental Dcfitimcx iJut all j»o»tib!e 



134 


Mental Retardation 


clinical data be assembled. These include the patient’s present 
intelligence level, his mental oandition, and his emotional reac¬ 
tions to his anatomical, phj-siological, and neuroli^cal con¬ 
stitution. An estimate of his behaWor, social adjustment, biologi¬ 
cal background, and social heredity should be made, and there 
should be careful consideration of his entire des'clopmental 
history'. Special laborator)* and X-ray studies may be indicated, 
In short, an imentor)’ is made of the patient's phj-sical, mental, 
and emotional assets. 'The treatment program capitalizes and 
exploits these to the utmost. 

The treatment of the idiot and the low-grade imbecife consists 
mainly of custodial and physical care. TTie low-grade imbedle 
may profit by training; he can learn to dress, bathe, and feed 
himself, to avoid ordinar)* environmental dangers, and to check 
his destrucliseoess. Such a training program can be carried out 
in the home- Furthermore, current programs in this countr)* call 
for the establishment of centers where mothers can Icam how to 
care for their mentally retarded children. There is no substitute 
for a mother's los'e in the raising of any child 

ImtitutiooalLzau’on. In the more extreme grades of retardation, 
institutionalization is not intended as a means of segregating the 
patient by lifetime incarceration. It is to be regarded as a tem- 
p>orary and fortunate opportunity to expose the child to highly 
specialized training and education, with a view to creating an 
adjustable, acceptable, economically and emotionally independent 
dtizen. 

In addition to occupational, reoeatlona], and academic oppor¬ 
tunities, the institutionalized child is imbued Vi-ith a sense of pride 
and self-esteem rather than feelings of intenorit}', worthlessness, 
and rejection. The psychiatrist, psychologist, nurse, attendant, and 
special therapists display firmness in carrying out the program, 
but always srith sympathy, understanding, compassion, and kind¬ 
ness. Praise and reprimand, reward and check, are gisen as they 
are justifiably indioted. In addition to being made to feel that 
he is a social entity—"somebody”—the child is gradually taught, 
within his capacity, to adjust to group life with the aim of return¬ 
ing to society. A high-grade moron may not understand the 
operation of a seesaw in principle, but quickly grasps the idea 
when he sees two other children, like himself, gleefully svorking 
one. From co-operation and adjustment svith anodier child, the 
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patient can progros to larger and larjjer group* play, at work, 
in the chitroom and dining hall, and at panier. 

On the subject of sterilization, professional opinions s'ary. 
Tlic variotu l)pcs of people considered unfit to bear children 
arc nof rntrictetl to those with defccth-c inteJIigenee. Sfcriliration 
Is not an effective means of halting mental retardation, and its 
mefulnns, sa)s Dr. Arthur P. Noyes, “is more indisidual than 
racial. SteriHratton as a general policy is a superficial mcthotl 
of approaching the problem of fccble>mindcslncss since it ignores 
the nceil for special imrstigatmn and rcseardi as to its cause and 
presention.*’ 

Parents should reah're that s’cry often it it therapeutically 
beneficial to place an tnstitutionalired cliild s«‘ith adult yuiicnts. 
The older indivitUials cm be “lurrogaie" parents representing a 
substitute authority; the chih! may have falles! to *'gTOs«' up” 
svhen in a ward with others of hit own age. hut with adults 
he may l>e emoiionally sttmulaieU to relinquish his infantile 
fixation. 

Day Care Center*. It has been pomtetl out that not esery 
retardesl infant retpiircs insiiiuiinnaliratioit. In any rate, what< 
ever it gsinesl by placing a slefrcilse baby in a hospital is offset 
by a loss of his mother's lose. care, and attention. Conserjucntly 
a new concept has enictesj the field of therapy, niis approach 
makes ute of the slay care cemer. where the mother and her 
infant come, slaily, vreU>. or at vhateser other inters-al it 
prescrilted. Wiilc the fluid is irraictj and i/ainctl, his mother h 
oticnicd and instnictesl m how to cany out at home wlul 
is l>eing done for her infant at the center. Mother and child may 
l*e instniftcsl togctlicr. Tins conrept carries a strong element of 
ptnention. tliai is. It aims to asoid instiiutioruhration. It Is 
also a forwarditep in caring for more patten ti with Ic»i personnel 
and in a shorter f<r»»l s>! time. It it an economic sating (or 
the latjwjyrt fiom ctety aspect. One thing a day cate emter it 
not; a place wheie a mother |urli an infant while slir follovs 
rcctratidna! and thoppirg |niituii*. Finally, it it a meditim of 
f^!Hrai»t»n, rcisoimef fn»m ho^piiab and v>cij| agmeirs can come 
»i* the emUT^ to leatts how to care Inr rctatslc! chihhrn and tf> 
instjuft mothrtt Tlse longtanrs* rr»tdt iniphrs o«c «! the slat 
tair enurr in laorr hospitaU a»s«! cliniis ai'd i;» cst'itirm to 
fhujtho. wellaJt agenurv and n'l^r ««>*r.jvifabtf 
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LOOKING AHEAD 

The therapeutic methods currently assailable to medical science 
scill probably undergo radical alteration as research unearths new 
approaches in treatment. The chemicophssiological interest that 
has stimulated psjchiatnc research so extensireiy in the recent 
past is rapidly finding equal enthusiasm in the field of mental 
retardation. Four promising projects are currently under cxten- 
she insestigaiion: 

1. Sedac, which is a convenient term for "high frequenq 
current" as it is used in spastic children, particularly cerebral 
pais)' victims, is apparently an effective check to the uncontrol¬ 
lable movements and in-ccK>rdination observed in these cliildren. 
More time is needed to ascertain svbelher repeated treatments 
are required and whether the benefits noted last as long after each 
treatment 

2. Chorionic gonadoiropkie hormone, extracted from the urine 
of pregnant mothen. is being used to change mood and person- 
ality defects in mencally retarded bo}?. The prindple behind 
this tr ea tment is that while the man is aggressive and carries his 
genital marUngs externally (saotum and testes), the woman, 
essentially tionaggrcssive, carries her reproductive orgaru (the 
ovaries) internally. It was observed that mentally retarded boss 
who are shy, diffident seclusivc, indifferent, and nonaggressivc 
(before puberty) have a "sliding testicle." Jn these cases ilie testis 
is unusually small and slips back into the groin and esen into the 
abdomen. Chorionic gonadotrophic hormone, which stimulates 
tissue growth, seems to enlarge the testicle and narrow the 
groin’s inguinal ring, thereby keeping the testicle in the scrotum. 
As this occurs, the boy seems to become extraverted, interested, 
and lively, and more amenable to eduauon and training. 

3. There is considerable thought being gisen to malnutrition 
as a potential cause of mental defideno. At present this factor is 
under study in the cases of retarded infants who, in addition to 
reinforced, well-balanced feedings, receive testosterone, a hor¬ 
monal extracL It is too early to render an opinion on this 
research project. 

4. Certain retarded children are found to be suffering from 
phenylketonuria, or phenylpyruvie acid deficiency, which is 
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at»e<l by the failure of one of ilic l>o<ly'» ciirymct to ai.iiniil3te 
phcn)!abninc. a dicmical Initnil in protein f»KKljtu!T$. Uic of a 
putirictf, !ow-phen\!alanmc tlirt from %»Jiich tbe olicntling sub- 
nance has l>ccn rttnincif helps lo present or rninirnirc tlic liis- 
order if trcaimcni is l>ej;«n before l)rain rbmage occurs. A 
coniparatistly simple fciric<hlondc diajwr ten oJIcts an cflrcthc 
ecdmtquc for man tcreenrng and detection. 
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Epilepsy is one of the oldest afflictions JjjoviTJ to man. In about 
400 B.C., Hippocrates, the father of mediane, made exoUeni 
diagnostic obsert-alions of the disorder and some of his thera¬ 
peutic recommendatioru u-ere not relinquished until fairly recent 
times. A disease know-n to all cultures, epilepsy has stricken many 
eminent personages throughout history: Julius Caesar, Pitt the 
Elder, Dostoes'sky, and Van Gogh, to mention but a few. 

ETIOLOGY OF THE DISEASE 

Tlie brain, like any other organ, has both a functional and a 
physiological purpose. In its work performance it manifests 
activity by creating actual electric, physical, and chemical e%a- 
dence of its metabolism. For years we base been acquainted irith 
such phenomena in the heart, the electrical potentialities of which 
made possible the electrocardiographic recording of that organ's 
actirity and defects of such activity. The discos ery of a similar 
measuring technique, electroencephalography (EEC), went far in 
giving support to the hypothesis that epilepsy is fundamentally a 
disturbance in the electropbysicochemical activity of the dis¬ 
charging cells of the brain—a disnubance that may be due to 
a variety of neurological conditions, particularly those affecting 
the cerebrum. In contrast, if not in opposition, with respect to 
"cause,” is the psychological point of view, which maintains 
that epilepsy is the outward expression of a mental and/or 
emotional disorder. 

Moreover, epDepsy is both a symptom and a clinical entity. It 
is popularly regarded as a disorder of consciousness with or 
wiiout convulsions. However, as a symptom, epilepsy (known as 
Jacltsonian epilepsy, after the famous neurologist. Hughlings-Jack- 
138 
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ton) is frequently olncncU in well drajmsail>ci!. rwclilr 

tIiaRnmcil clinical tymlromev In tuch Imtances, Jati-vontan 
epilepsy it "lympiomaiic.'* that is, it is jsart of the total clinical 
picture. Tor example, in an tmlhultial who is hantlicappetl hy a 
congenital malfomtaiion of the hrain, cpilcpiic confulsiont are 
extremely common. They ate also founil in such aflUctlons of 
the brain as tumors, hlootl dots, injury, hanlening of cerebral 
arteries, anil syphilis of the central oersTjus system. 

'l\1icn OiCTC is no specific or Inown etiology or where the 
cause is Iscyond scieniific means of clctetiion, epilepsy is saiJ to 
l>c '‘idiopaiJuc*' fivith no known came). Tliii it the eotuhiion that 
is most frequently encountcrctl, invoUing about three quarters 
of a million persons in ibis country. Scsenty-fisc per cent of cavrs 
apjscar l>cfore the ape of twenty. 

Wink much controsersy penisu on the subject of epileptic 
Inberitante, there is no ifoubt lliai at least the tendency to the 
disease is transmitieil from an epileptic to bis offspring, Drt, K. A. 
and n. U CIbln, ijxsnsnn of tlie FFC, and Dr. \V. C. I.cnnot 
base demonstratesi (b.it a typical epileptic KHC pattern is found 
In normal dnldreti ssbn<e parenii afcepilc;>tic. 

"HTf-s or Ei'ii.rrsv 

Tor ccnlutiei. pctvins v.!»o tulleml •'fiu” were the only ones 
diapnnse<i as epilrpdcv Not until fairly retent limes did medicine 
Ix-gin to Include umkr this cairpory indisiduals who, while 
suflrrinp no consubise seiiurn. did manifest, from lime to 
lime, aherations in conwioosness or posture, both fleeting in na- 
lUJC. 

Cram! .3fal Epilcjuy, Tins i* epilcp«y with cons-ubioni. Ihcrc 
is no Ttgvilaiity to paml mal scinnn: a patient may suffrr one or 
more fiu a day for sescral slays art«l then be free of attacks for 
werks or momhi. A lyptra! Kinite is ushered in by an 
nr a ss’atiu'ng. in which she {uiicnt may frel a tingfing or numk 
nos in srnnr jutf of his Iwwfr, a chill, or a sudden, iiamimt 
KTsuilrtfi of nainea'-any sctisatirm ilsit he katns In rcpecilinn 
it a liaihingrrof an attack-, Immediately thrrraltcT. he utters a 
jurreing shriek, fjJJj l/> the pnoorwl, and IjccpmcJ urjcomermn; 
hit Udy twitches tinlenilT. then sinlvlenlr stiden* into »trr1 hie 
!ri a ttutiet of minutes lie fs Ilmyi. |•'J>p^t5n!; I'jofutcli, 
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and in a deep sleep that may last for minutes to hours. In the 
interim, he may have bitten his tongue, his lips may be covered 
wth blood-tinged foam, and control of bladder and bowels may 
have been losL Too often the patient is overtaken by a grand 
mal attack before he can protect himself from falling and be may 
suffer serious injury. "Wlien he asvakes he is confused ("clouded 
sensorium") and recalls nothing of the attack. 

A patient who suffers one grand mal seizure after another in 
rapid succession, actually passing from one to the next, is said to 
be in status epileplicus. This calls for prompt and rigorous action 
to save the patient's life sin« the eritamting tax on the heart 
and lungs is readily fatal. 

Petit Mal Epilepsy- According to Lennox, petit mal, or non- 
oomTiUive epilepsy is obsersed in three subt^'pes: 

Myoclonic epilepsy, characterized by single jerks of flexor mus* 
eJes. Consciousness is not losL 

Akinetic epilepsy, retDgruzed in sudden postural loss, or a 
nodding of the head. The patient may esen fall to the floor, but 
he will get up at once. 

Pyknolepsy (true petit mal). which invohes momentary im» 
mobility, or a few muscular, rhsthmic jerks, ssdth seseral seconds 
of unconsciousness. This is often so brief as to go unnoticed. 

ASSOCIATED CO.VDITIONS 

There are some conditions in which the gen e ra l clinical 
picture oi epilepsy is seen but the manifestations are lelatitdy 
mild and not diagnosable as true epilepsy. For instance, an 
epileptic may develop a psychosis with halludnations, delusions, 
and disorientation, dosely resembling a schizophrenic reaction. 
Other similar reactions indude ps^chomoior equivalent, narco¬ 
lepsy, cataplexy, the epileptic personality, epileptic deterioration, 
and h)-sterical or shammed epileps)-. 

Psychomotor Equivalent. This is characterized by momentary 
iropainnent of consdousness, or by amnesia, srith purpweful 
movements and, at times, with emotional outbursts of abject fear 
or violent rage. Automau'e behaidor may occur, sneh as a fugue 
(see page 67) or anger up to the point of homidde ("epileptic 
furor”). There are countless other ps)chic and emotional varia- 
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tinrn, but it h tJic EKG that reirah a ijpi'cally epileptic paltem. 
thereby clincljin;; the diaRnmit. 

Narcolcpry. Tins u actualK a clinical %-ar/cty of ilcep divanltr. 
Tlrete it rcaioit to l)eline that narcoleptic* hat-c prctinsitly 
lulTcrctl acute cpidcniic encephaliitf (deeping ticlnest). Narco- 
icf«y U a lutlden. oten*.helming, irrctittihle detirr to tfeep regard* 
leti of ivhcre the pervon it. nr what he i» doing. It U not i)TCopc 
(htiniing) but natural sleep lasting from lecnmlt to a few 
mmutM. The iluml>erer ran l>e arometf but promptly falli aileep 
again. When he ascaleni lie feels ttfreshcil. 'Fliis birarre aRliction 
usually alTetts olxrsc young men vho often complain of sexual 
tmimtencc, TTic <!rug amphetamine controls the condition quite 
tattsfactnrily. 

Cataplexy, Tliis sudden postural loss, tisually prccipitafeil by 
CKrtfemene. t* relatcxl rn nature to narcole^Mj. During the attack, 
the |Mtjcnt may be unable to »i»eal. ahhottglt he is trunplctcly 
conscious. 

Epileptic Pmonality. No <h«t»ncrise trait or tniii arc found 
unUenally irt epilepttrs. llosscstr, rgoccntttcity is insartahly 
nntcsl to a m.ttled slegtec and the j>efv>n presents antithetic 
characirristin. Conrrrning the qiMhiifs «i tJir epilepric jjerson* 
aUty, the late Dr. C .VfatMiee Omplnrll stated. -He preaches 
religiosity vliife lie uc.sls your ssatch" and "he ssorL* for praite 
and not for pleauirr/' 

rpilqitic Deterioration, llus term irophw a downhill failure 
fn menta! and pliysiral capacities to the ji«>int that such a patient 
uhimatcl) »» metely segetatiog. It it felt that the detcriorathm 
is due to minute cellular eltange* in the ctrebrum. To sshat 
extent rhe ecindition mar l»e attributable to cornuhinnt. the 
us^ of ameliorating drugs. «t i!ie psychic trauma pursuant to 
Kwial ant! cultural miracism is not known 

llurrrkal (Ncu/oric) and ^hammrs^ rpilrjMs. TJ^eie tjjies 
mmt Wdiflfjtnfiatfsl frnjn iiue epilepn, psrticuUrls in miluir) 
and w<irU where "p'ldbrick.irsg'* may l*e ll-te 

hsstetir mnalU has art olrtimis neurotic htimry and jiefsonjlity. 
ar.d ill*- rriminal, a long »rt«wd ol sjrlinqurr.cses In l^nb saws, 
th- s'.mrvsvon s»f itiiiilrnti ol a grand mil wiruie is o ?t irr-n. 
ISIS? are tongs:*" biiing sif 1 »«wtI arvd ljtad’<-r invJ'tuirtrrKe iro 
sountrtnl These patirn:* do ns»f fall where they aig |ile!* l** 



H2 Epilepsy 

sustain injur)'. Finally, there is the incontrovertible EEG which 
has removed epilepsy from the pretender's bag of tricks. 

TREATMENT OF EPILEPSY 

The epileptic should be urged to do e\ er)’ihing in moderation- 
eating, working, playing. He should be encouraged about his 
potential progress and, while steps are taken to control the 
seizures, always aiming to eliminate them, he and his family 
should not be permitted to lose heart. However, no therapy will 
be of value unless the patient is kept in the best physical health. 
Alcohol and other stimulants should be avoided. The ketogenic 
diet (high in fat, low in protein and carbohydrates) frequently 
benefits children. 

Among effective drugs in the treatment of grand mal convuh 
sions are diianlin sodium, mcsantom, and lubrium. Petit mal 
responds well to tridione. When status epilepticus occurs, anti* 
com’ulsant agents are immediately stopped; the patient is giten 
intravenously administered sodium phenobarbital and glucose 
solution, and spinal fluid is drained. Psychomotor equivalents are 
treated by phenurone. Considerable research is under way with 
electroshock therapy, in which con\'uIsions are induced as a form 
of replacement. i.e., substituting a seizure which is “scheduled” 
so that it occurs “under supervision” for one that may occur 
at any unpredictable lime when the victim may suffer injury and 
embarrassment. Investigators are ako experimenting w’ith super¬ 
sonic surgery which would remove the portion of the brain's 
temporal lobe believed to be directly related to epileptic seizures. 

There are no special requirements in the treatment of an epi¬ 
leptic patient when the disease is accompanied by a mental dis¬ 
order. The primary objective in both instances is early control 
of the attacks, whether they are of the grand mal or petit mal 
type. To obtain success in this objective is itself of inestimable 
psychological importance to the patient, regardless of the degree 
of mental stability he enjoys. It is essential to have his co-opera¬ 
tion since he is best qualified to report how frequent and how 
intense the attacks have been prior to and following the institu¬ 
tion of drug therapy. As improvement sets in, the psychiatrist 
encourages the patient, pointing out that the day of dismal, 
lonely existence for the epileptic is a thing of the past. Much 
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1 ^} on Ijc .ifcompHihcrJ ihroui^fi infrnjci»‘» with the pjticnt'i 
family, during vjiich ihdr attitude loh'Std cpilcpify can !>c 
reorientetJ in an ciTori to citaldith a mili«> fa\orablc for the 
juiirni'* adjuMment. a »|»«iftr menial diw)rdfT rompH* 

citrt ihe clinira! pictute nf cpiJqnx. ifie cofTcci ihcrapriiiic 
approach will be ft\«mtia!K ihc tame a\ dc«:ril>ci:l in Chapicr R. 

Inihntry and commerce »bmild noi bar any n'etim of cpilc|«y 
from painful vorl (cxtcpi that of a harardmii nature) i»!jfnc 
aitadi arc either conirollcth or ulio. uhen a ieiruie iv alKnii irr 
dndop. it able to witlulraw in a rest trw>m and hate Irn attack 
"in private." without lufiering injury. Tlic c.irh'eit example of 
tliii arrangement vai the rcthcancitt room adjacent to the ^etutc 
rmtrum for the me of Jtihui Cactar. \MicnocT the emperor 
lacrame aware of an ottcnniing convuhmn he called a retcM ami* 
withdrew to ihii »eelu<lc<l area, rcmiming there for the duration 
of tite attack. 

Some eommunitiVi <lo not f»mnit j>eiv»ni ru/Icrinp epilefxj to 
hohl driving liccmei. Others ignote the i\»uc. !(ireini rravmablc 
to athoair that thove patientt wltme ptirruiam certify they hate 
been free of epileptic aitackr <vf all kindi for two yeart ihouhl W 
alloMed to drite autcnnobilci llchind thii cimical ctpinion it the 
olnervation lliat, wnh extremeU rare cxreptioni, the patient 
whote treatment trt'tmcn hit tuccrtvfully eradicated clinical 
manifcttailoni of q>ilcjwy for two tratt will, while faithfully fob 
lowing ihit therapeutic ptiiprani. cnritimie to l>e free of attack*. 

What it ihc outlook (or the epileptic? Total cure in a few 
inttanert hat fjcen achirtr«J. to the jwint where no me^licatlnn it 
ttrjuitcd. In the vati majority of taw*, hnwever, w-c tnuit enntider 
th.e inult of treatment tuccewfiil when the patient, at long at he 
contitiuet hi* molicatioit. it (rcc r*f attacU. I'pilepiy in tfrrte 
raid it cnmpatahle to dia!>eies; the tullrrer can ertjoy a long 
and flippy life at long at lie rtligioutly follow* the treatment 
jnv^sm iwncJilioil. rrjiofllojc n* hit |»liytiriaf> from time io time 
fur any prwuble cli*«er« In ifmajw rhat tniy \k indnatmh 
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The psychiatrist who spedah'res in the treatment of cliildren 
cannot be regarded in the same liglit as the pediatrician. Tc 
begin with, in the physical, emotional, intellectual, and social 
spheres, the problems of normal children differ radically from 
those of normal adults. But there are even greater differences 
between the psychiatric problems of adults and tltose of duldren. 
True, the heavier disorders and neuroses of boili adults and 
children reveal a faulty emotional adjustment to die environ* 
ment. but this disequilibrium creates a special problem for the 
child because it tends to establish patterns for the attitudes and 
behavior of later life Some children survhe the struggle without 
psychological mishap: some fall piey to more or less minor 
emotional trauma; still others deselop gross faulty reactions 
requiring intensive psychotherapy. 

The child who presents a psychiatric problem will have reacted 
to his frustration or anxiety either directly or indirectly. In 
direct, open behavior, he expresses his hostility' by stealing, run* 
ning away, lying, or some other antisocial activity; such overt 
responses are called “behavior disorders.” In the indirect form of 
reaction, the child sublimates his rebellion, externalizing his 
hunger for attention through a neurotic or psychosomatic dis¬ 
order, such as a tic (involuntary muscle twitch), stammering, 
bed-wetting (“enuresis"), food dislike, night terrors, or slcep- 
K'jlirng 

CAUSES OF CHILDHOOD MENTAL DISORDERS 

The child’s response to a trying life situation is prompted by 
forces arising from sviihin (intrinsic) or by influences coming 
from without (extrinsic) or sometimes by a combinauon of both. 
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Tlic rcipon^e to imrinvic factors may l>c lornaiic; or the reaction 
may l>e cxcUiii%eIy jK\chic. appcaiinj; at »omc form of mental 
aberration, ai in the cave of the clnltl ulio 'VaniM hit cn> iron- 
mental problemt arouml wtili him" Hxtrimic fatton, too, mat 
Ikt fihyttcal or pijchoJopical Ijcampic* of the former i»owM f>e 
an uniati»f.irtnrA or ill-Vcpt home or a lacb of p{a>T;Toiin«l facili- 
tici: of the latter, the »nva\or> atmcnphcrc of a itrife-torn 
family or thecluhl’i hmiility toward »ome leather. 

Organic Cautn. At in the case of (he adult, sdicn a child thoKt 
ligns of abnormal liehasior. a careful cvamination slsouUl l>c 
made to determine Kheihrt some psihological organic condiiign 
is to blame. There may Ije mental tetatdation enused by a brain 
itijurs 7 malfunctioning of rhe endocrine glamh, prrticu/arJy the 
thyroid or the piiuitats. or esidentc of damage caused hs a 
brain tumor or almcss. rneninpius. jiisrnilc parcais. oi encepha- 
lilit. fVor a full rhscusuon of mental rct.ntdaiinn and itt orginie 
causes, tee Chapter 11) 

I'auh) Discipline. In Chapter I. it was shown hosr mitmanage* 
ment of the infani from birth to the age of al>out two or three 
(when he "goes out into ilic wnthl") can t>e renrtiesl lairr in 
the younpicr’i deseJopmg perw>n.ihis rauhy ihvipline, ranging 
from Indifference (o osrrwiluitudr. is often the preausor of 
lietiavioral and emotinnal difficulties. In seeVing the cninej of a 
clu’Iil'i (nyciuatn'c problem it is thcicfoie of utmost Impotiance 
to slctctniine whether judiiiom diwiphne has l>ren prosltletl. 
whether the child ha* Iktu gisni adccjuatc affection and mole to 
fre! secuie. whether he ha* trcrised r«r«uiragrmcnt for his 
athicsements, ami sshrthcr be Ims rnj-nril social actcptancc Iwih 
at home and ahrojd Ssilslattorv rctatcmhips SMth jurent* will 
be tramhsic'l into healllty inlr/js'iumal rc}*iionihj|n in tlir world 
a! Urge, and one of the mram of atltiesirsg this aim lies in tlie 
dnrh>|>}n'-nf of wl/eonfidfore fwjthm ihr limirs aj>pfr’priair to 
his age lesrl) ihrmirh tiunujattrm of ih'* child* l>chff in hli 
own taparfts. In hi* atww lafiotis wiih hu pljsrsates he i* rritam 
to rti»rriencr fnfcn'oiifs m some area*. f>u{ if fds **w'!s are 
sttrsv-il In bis pijnils be wdl tuffer Jct.* tiatitr.a from ihi* fteltrrjn 
of in;*drvjiiars whiih ate pair «»f life jf cvjvricrsre trjchcs 

tlut its*- uKjit (itsiurnily cdwcjsf.l fati-'f unvlerfsitt? pjsrJiiitric 
j fotdenrs of rhitdli'Kvl i» an umaiitfacrt »> pjientcJ i! 1 rthtsus- 
ship 
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Excessive Neglect or Solicitude. Any disturbance or distortion 
of the normal ps)’chological development of the child will produce 
an “unfinished” segment in his personality. It is unfinished be¬ 
cause the child has failed, or has not had the opportunity, to 
solve the problem, and this incompleteness remains in his un- 
consdous as a prompter of anxiety. Analogous or symbolically 
similar problems arising in later life arouse the old fear of failure, 
and the youngster responds with either a behavior reaction or a 
neurotic syndrome. Often as not. it can be demonstrated that 
maternal love and guidance were lacking; the parent either did 
not take the lime or did not hate the wisdom to teach the child 
how to respond in a healthy manner. This leaves the young one 
ill-equipped to face responsibilities and reality. As a result, he 
persists in a lifelong search for the lo\ e and guidance he never 
received. He will ali\-ays be the “big kid,” and. because of his 
immaturity, he svill fail to achies'e effective interpersonal relation¬ 
ships as an adult The revene of this situation is the undesirable 
effect of an excessively doting mother, who can create as much 
has'oc as the neglectful mother by making all the decisions for 
the child, thus denying him the opportunity to exercise his own 
judgment As this individual develops, he will be unable to cope 
with reality or make decisions without assistance, and will experi¬ 
ence severe emotional difficulties during the years of change 
(see Chapter 14). 

Environmental Factors. Environmental influences heavily affect 
personality development These include overproteciion, neglect, 
cruelty, hostility, parental mental disorders, alcoholism, dishar¬ 
mony, etc., as well as the effects of overly ambitious parents and 
interfering grandparents. %Viih regard to “neglect,” the baby 
who is left alone in a crib while his mother is out shopping or 
visiting friends is every bit as “abandoned” emotionally as the 
infant whose mother, a busy “careet executive,” delegates her 
responsibility to a nursemaid. 

Other unfaTorabfe environmental factors incfude divorce, 
desertion, death of a parent, a broken home, parental favoritism 
toward another sibling, sibling rivalry, and the strained relation¬ 
ship betw’een stepparent and stepchild or foster parent and foster 
child. Later influences may be economic difficulties, community 
antagonism (because of religion, color, nationality, etc.), and 
school experience. 
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I-atl of Aflcttion. ^V■^llIc faiili) rnanaRtTotni of the oral and 
anal of iloclopment ami ilic pmtjfilc iwults with tn^mi 
to jwrionaliiy development have I»cet» diioivwrvl in detail in 
Qtapicr 1, dicrc arc other w-ayv by trhuh a child may evidence 
larV of parental aflcctiort llte paraii vluwc attitude totvard 
the world h iadimic. punitive, or fearful, may dutmt liiv or her 
fJ»jJd‘$ |>er«>na}ijy to i)»r |)oint that ihc ernotjnn of love j» a 
foreiKn one. 0>niunt frvittratinn and deprivatton lead lo future 
hovtility anil act;rcvvion. Tftc chi'M who feeJv rcjcciftl may become 
amsinuv or rclwlliouv and tevori to midwhavior a» a mcanv of 
fmiling love. He may "coveT up" fit* crannj; for atfwtion by 
vneerinj: at the tdea of Imc and nutwanlU prevent hirnveU at the 
iv»-.vpsjciinc. tlfhant. huUjinj; jtttenile delinquent. 

T\'PLS or CIIILDHOOn MKNl Al. DISORDKllS 

^Vhcn a cnnflui aticetv a younptet i |<jvnn4luy functioninj: 
ihf/e i» icMom ihe true antieiv. olnrunr-ennipuluvr reaction, 
liyvierla, or phnhie revjxmve that »t veen m adult neurtnev. Tlie 
prrwnality thfTindtjn of tfuMhood are <t)mntonly esprevtof at 
vbilem tcniprt r*uihufvti, jcalouty. anpei. and vanoui fcat»-of 
the ifarV, of aniniilv, of hchininR-or fejrv that tlnebp at a 
revuU of parental thrcaiv and warninp. Tlievc ate Itvown at 
ro*nfth'o*tr(f fearv in cnniratt to ••»nirmal" phohiat or n<'Ufpfie 
lean which inay l»c ettemalired !>) juojmion onto tntnethins: 
oi vnneone in the ennveinut wiuld In the latter initanrc v»e hate 
the ahjetll) warob junic-vtrkVcn youiipter. by the latne loVen. 
a prolon^l (ear ttate.vuch at the dread of invmitiiy armoK Irmn 
fnrrprotmion. may l*e mailnl by a|^rn»»r Itchaviar (a, very 
olien. in ilscca^eof the jiittrrilr offender) 

Tl«e oun«irK»n»c rrenul ilitordery of chilJftooiI are manifeifevl 
at l*rh»tloT diKuder’t. |*t)choM>matit djMjrdm. and per. 
winatitv milidjmunrntt. 

Itehathif ((induct) Ditordmu lair neufmev, conduct dit- 
rndfit air a aijimti a dtff>rulr Ide tiiuaiitui Ifete we 

f.tt’l prtv'civf vrvual 3<!i\it*rt. ctiminahtv. lunnin? awav, tturltv. 
tiuamv. byl drviitun»rn<%v. and dit. Jtrilif-ife- I'he 

<hiid ferh rw> inn^ive of frviU S’ene j-vvxhianiiu atinhu'e tvn- 
durt diwurdrtv to jusTcr’tal f>^*«.iilin itTx^rd 4iv.5 irjetlt-'n e4 if’e 
tvvineiTT v'dsh j^-nrrate al'^v^tval at^irvotrretv A t-'bavi-'r 
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disorder may result from a diild’s attempt to obtain gratification 
abroad when it is lacking at home. It may be either a means of 
trying to neutralize feelings of inferiority and inadequacy or 
an attempt to achies'e independence through aggression and 
misconduct The behavior reaction, regardless of cause, is an 
attempt to master a definite situation—a method of dominating 
the mother, defjing school authorities, fighting social rejection, 
etc 

Psychosomatic Disoidcrs. An emotional disturbance may be 
expressed through physical channels (see Chapter 5); these 
are the illnesses affecting the gastrointestinal tract, the nervous 
system, and other bodily systems. A notable example is bed¬ 
wetting (enuresis) that persists after the second year. Such a 
youngster is usually excitable, anxious, and shy. His failure to 
master control may be traced to fear, negatisism (resistance), 
lack of parental training, or, more rarely, the expression of spile 
or jealousy. Grimaces, tia, blinking, and sniffing are cs'eryday 
examples of habit spasms. Responsible for these may be rebellion 
against some environmental irritation or plain imitation of elders, 
’ne movement is gradually separated from its original purpose 
and becomes automatized through the presence of emotional and 
enviromnental stress. 

Among the psychosomatic disorders affecting vobal expression, 
stuttering is the most prevalent in childhood. The term is used 
interchangeably s\*ith stammering, although the latter implies a 
total lack of speech sound and the former a repetition of a letter 
or a syllable No specific situation gircs rise to stuttering; it is 
regarded as neurotic in origin. Sometimes other muscular mose- 
ments (ts^atching of the cheek muscles, bizarre lip movements, 
etc) accompany the speech difficulty. Treatment should not be 
directed solely low'ard the stuttering itself, but should include 
a study of the environmental and emotional factors that may have 
contributed to the impairment of the ability to speak, 

TREATMENT OF CHILDHOOD MENTAL DISORDERS 

Seldom if ever ran a child be separated from his cnsironmcnl 
and subjected to psychotherapy as an isolated object of treatment, 
Lauretta Bender, a specialist in this field, points out that each 
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ship with the therapist and the therapeutic experience as the 
means of remos'ing the block to the de\’eIopment and use of 
his personality assets. 

Projective Techniques, Oriented along psjclioanalytical prin¬ 
ciples, these methods are commonly employ^ in the treatment 
of younger children. Whereas the adult expresses himself verbally 
and establishes transference with the therapist, tlie small child 
expresses himself more easily in play. He regards a group of toys 
as symbols of environment. Blocks are used to make homes; dolls 
and soldiers may represent parents, siblings, or other human 
beings; animals may be domestic pets. The child's emotions find 
an outlet through the "speech” of play. He may smash a doll, 
caress a toy cat, snarl angrily at another figure. Play permits the 
projection of unconscious emotional and personality features. 
Frustrations are demonstrated, death wishes for a parent are 
revealed, or hidden desires may be openly expressed. Sometimes, 
a single, fleeting, but repealed move is the clue to a child's 
difficulty. For example, the constant removal of one toy soldier 
from a dozen othen exactly like it indicated one cliild's over¬ 
whelming jealousy of, and death wishes toward, an older brother, 
To the play technique may be added painting and drawing— 
also excellent media for self-expression. 
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Tlitfc erronrout poptifir bclicfi aic awKiainl v ith ihc midiJIe 
>T4n of human cxiitcnfc llicte ate ihat thatijjc nf tile ImpUr* 
(I) a factor m h\ir»s ajiplicihlc onl> lo femal« f>«3«te a \ii3t 
f)t»)tioloj:ical function ceaicf. (?) the notion tJiat ttiii jkcriotl of 
life auioman’cafl) commeocri vfien a »»T»man avaUnt on the 
morning of her fott> ri{tii birtlitla). and (5) ttic avtumptlon (hat 
“fhanjie of life** ii, without exception, a citn* of aponj that mutt 
l>c borne li) herihereafteT (or month*. c%en )tart. 

AtlJed <0 thit confuiion are the rtnoosmi for "chanpr of fife-** 
Tlte%e are preaento! and defmeil at thit point to ifut tiieir ute in 
thii cfiapter ttill be tindentood. Tttc) arc at foUotkx; 

Tfir plntiologic cctution of mmuruation. 

Climafteric, ^Vcbiter dcfinri rhit at *’a jterioef or fr?ini in 
human life (at, amonc t^-omcn. the mrttopauK) in t»hi<h tome 
pTCJt clianpe in (he otmirito(i<m. health, or hirtune tain pbre. 
or it iup|ir»ftl to Ite nitrcialh lilrly to ixmr. 'Hte critical pmoi.U 
arc iliou^hr by t/wjc to Ik the ^rarr prodwcnl by nuhipljins " 
by the.oilvl numtwrt S, 5. 7, and ?. to uhith oihrrt add the Pl»t 
tear.** 

Intofuriun, Gould, in hit .'(♦•efifal fhfitonSfy drfsnn thn at 
•■(hr prrjoil of rr^rTowim or the yarant of drehne or drear vhkh 
o<tvn in the human comtitunon after ntlddJe Iifr.*" 

Note that in ibew deSnliinm (nrept fitr irfrreitce to dv* 
isrrv>pauw. of cruuvr) no diflrtmiiatiofi it made l»rt»rttrt the 
K"tn: rwtiti''n it made of a detnite tear (^^‘elHt^T 

^ooin an old wite»* tale that hat no Kirriihi: 
fK» lodi^atMn Utnrdf tHtt UnVt any pathd'?^ Vsth the charye t4 
Idr. It it itiii K^r^ tnm *n.l jum tho^yh a 
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change of life: that this era occurs somewhere in the forties and 
Bfties; and that the period can be lived through happily and 
healthfully. 

Of all the ages of man, the middle years are the outstanding 
ones of transition. This is the intermediate stage between adult¬ 
hood and old age, the twilight of one era and the dawn of another. 
Victor Hugo observed that forty is "the old age of youth, fifty 
is the youth of old age.** As in any other period of life, the pre- 
involutional personality, physical status, and emotional equi¬ 
librium determine whether an individual w'ill glissade through 
the middle years or suffer somatic and/or psychic difficulties. 

A general behavior pattern of "settling down" cannot be taken 
as a reliable yardstick of middle age. For some, this “easing off" 
occurs in early adulthood. On the other hand, many indmduals 
are "eager beavers" and “go-getters" in the later decades of life. 
^\'itiiess the Eleanor Rooseselts, the Konrad Adenauers, the 
Somerset Maughams. 

Natural factors and those evolving out of our dvilimtion create 
a "turning in" or slowing down of function, capacity, will, and 
bodily components at different stages in life. Ph)sical strength 
is generally at a peak in younger years. Here are the athletes, 
the soldien, the mountain climbers, the garden enthusiasts, the 
ditch diggers, etc. ^{eatal vigor, on the contrary, seems to reach 
its renith in later life, details and examples of which are dtcd in 
Chapter !5 ("The Later Years”). Bearing this variance in mind, 
sve can now consider the physiological factors in the involutional 
period. 

THE PHYSIOLOGY OF THE MIDDLE YEARS 

Recognizing that im-olution is a "taming in/' it is understand¬ 
able that tissue and organ changes are natural, normal indica¬ 
tions that a function or functions have dlher served their bodily 
purpose or reached a point in metabolic life when they are 
needed less than in earlier years. Similarly, normal "wear and 
tear" of an organ or a system, as in a machine, call for rest or 
mechanical assistance or replacement. This latter concept is 
reflected in the necessity for walking upstairs carefully rather 
than taking two steps at a time, the need for bifocal lenses, and 
the administration of hormones. 
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later age. It is no longer an obstetrical oddit)' that a woman in 
her fifties is delivered of a normal infant. Cultural factors 
also have a strong influence. In India a girl of thirteen will marrv 
and be an old woman at thirty-five—an age at which a woman 
is at the peak of feminine vigor and charm in America. 

THE PSYCHOP.ATHOLOGY OF THE 
MIDDLE YZARS 

For the psychiatrist, the invoiution may present two kinds of 
psychic disorders: a neurotic depression or a psychosis. The latter 
may be manifested as a paranoid reaction or a depression, termed 
melancholia. Behind these reactions is an unconscioas feeling 
of inferiority, a realization that one is less e&dent than in the 
past, that the journey along the path of life is rapidly reaching 
a dead end. There is a sense of “unfinished business,” an “it's-loo- 
late” sensation, a frustrating emotion of futility, a dread of 
dependence, and a feeling of helplessness. These may be present 
in ei'er; unconscious at the insolutional period, but ody the 
immature and incompletely devdoped emotional mechanism irill 
yield to them. The psychic reactions of the climacteric ocmronly 
when psycbosexual deselopmentand adjustment have been ^ulty 
or inoompleie. 

Paranoid Reaction. This outward projection of unconsdotrs 
fnisiratton. insecurity, and deprivation may be expressed as bitter¬ 
ness—the individual is the victiin of a "dirty deal"—the world is 
against him. 'Wellmarkcd delusions of persecution are common- 
Such an indiridual is suspidous, withdraws from sodetv', and 
drifts into the later years, a cantankerous, acrid, irritably tm- 
los’ing, and unloved person. 

Melancholia, The predominating features of this reaction are 
overwhelming sadness, agitation, tearfulness, death wishs, and, 
all too frequently, attempts at suidde. Such a patient, partiailaily 
as a reaction to unconsdous guilt feelings, says he is unwnhy, 
*taogoo(i”a "btnxien’’: clat lie h responsible far si! dte mcf^y 
in the world. This can progress to the point where, in a frank 
psyxhotic state, he feels that he is actually dead, or that cseryone 
has died, leasang him as the sole survivor to suffer punishment 
for the sins of the entire universe. All involutionaUy depressed 
persons are positive that the future is gloomy and hopeless. Thar 
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constant attitude is one of utter futility. There is no reason to try 
to do anything to help themselves—there is no reason to live. 

It is the person who unconsciously (and often consciously) 
dreads old age, loneliness, insecurity, who feels that the desire for 
love has been unrequited, or that he or she has failed to meet 
life’s challenges when young, who is a candidate for psychic 
difficulties during the middle years. 

TREATMENT OF MENTAL DISORDERS OF 
THE MIDDLE YEARS 

One common misconception concerning therapy must be cor¬ 
rected before the subject can be pursued. Hormones are not the 
exclusive answer to the need for treatment in involutional dis¬ 
orders. True, estrogenic hormones help to assuage symptoms such 
as “hot Hashes,’’ sweats, tensions, uneasiness, and headaches. 
Otherwise, they are of little or no value in true involutional 
melancholia. There is only one instance in which a hormone, 
chorionic testosterone, is proving to be of material benefit. In 
the male who complains of sexual difhculties, such as poor erec¬ 
tion, premature ejaculation, lack of control, etc., this hormonal 
agent often relieves these complaints. 

The depressive state of the dimacterical psychosis calls for 
close supervision or institutionalization because of the hazard of 
suicide. The general regimen of therapy is the same as in any 
deep, prolonged depression, i.e., tranquilization and electric 
shock therapy. The melancholic patient usually is malnourished, 
dehydrated, and emaciated because of a disinclination to eat and 
drink properly. A well-balanced diet, reinforced with vitamins 
and minerals, as well as physiotherapy, is indicated. 

The paranoid type of involutional psychosis has a less favorable 
prognosis. Tranquiliien are used solely as an attempt to make the 
patient amenable to individual intensive psychotherapy. Other 
modalities of treatment are neither speciHc nor outstandingly 
successful. In these patients it is a common finding, after me¬ 
ticulous probing into the past life and careful study of a detailed 
history, that the prepsychotic personality reaction-type had 
always been paranoid, but that the fully overt manifestations 
(delusions of persecution, sarcastic denunciations, continual sus¬ 
piciousness, etc.) did not bectane marked and noticeable until 
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the advent of the climacteric. Such an individual prior to this 
period may have been episodically irritable and disagreeable, "a 
poor sport,” "unreasonable,” etc. To most psycliiatrists these 
reactions imply, diagnostically, instances of superficially adjusted 
schizophrenics for ■whom the involution is the final trigger that 
explodes a dormant mental illness into full and open expression. 

The neurotic whose emotional difficulties have been precipi¬ 
tated by the advent of the climacteric requires therapy in much 
the same manner as the individual suffering from a frank neurosis 
(see Chapter 6). 

WIDOW, WIDOWER. AND DIVORCEE 

A separate consideration of the widowed and divorced segments 
of our population is merited by a statistical peculiarity in this 
country. Of the more than ten millions of such persons, females 
outnumber males by better chan eight to onel ^V’ichout doubt, 
the high rate of coronary disease among men, particularly in tbe 
fifth and sixth decades, is the responsible factor for the one-sided 
survival ratio. Certainly, it is immediately obvious that, con¬ 
fronted with this lopsided mathematical disadvantage, over eight 
million widows and divorcees face a grim probltsn of readjust¬ 
ment 

Widows are younger today; the rch'ct in her forties is an 
everyday finding. Mortality figures reveal that her husband prob¬ 
ably died of heart disease (the cause of 52 per cent of all deaths 
in this country). Coronary afflictions rarely strike svomen. More¬ 
over, they seem to have a predilection for the middle and upper 
economic and intellectual strata. No other professional group, for 
example, is devastated by coronary disease as much as physicians. 

THE GENERAL PATTERN 

For some lime our dvilizaiion, has associated moral laxity and 
deviant behavior with the previously married female. She is "the 
gay divorcee” and "the merry widow” svith all that these designa¬ 
tions im ply- To men, the widow is amenable to suggestion; to 
the smugly secure married woman, Uie relict is wanton. No 
matter how sedately she comports benel/. tbe widow is followed 
in her community by raised eyebrovw and knowing leers. 
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While every rule Jias its exception, the pattern of the forty- to 
fifty-5ve-year-old woman, following the death of her husband, is 
generally the same. Most widow, with rare exception, live a life, 
no matter how brief, that is a glaring contradiction of previous 
years. The most cultured and educated relict, the product of a 
well-adjusted childhood and home life, who has pursued a 
balanced mode of living, can turn out to be a carefree, excessively 
extraverted, fun-seeking woman, indulging in indiscriminate and 
foolhardy activities that are often incredible—incredible because 
we are inclined to equilibrate intellectual acumen with emotional 
maturity. She is a victim of self-deception, buoyed by the (neces¬ 
sary) belief that she has a perfect right to do as she pleases. 

The one well-knotvn exception to this pattern is the deeply 
religious female who emotionally wears her weeds forever, shun¬ 
ning all male companionship, quietly and genteelly mourning 
her loss and bearing her loneliness with quasi-stoicism. Many of 
these women suffer sesere mental reactions precipitated by the 
climacteric, tlie harbinger of old age. 

THE PROBLEM OF ADJUSTMENT 

A certain number of widows have an item of "unfinished 
business" that must be completed before they feel free to plunge 
into the social whirl. If a relict has suffered an emotional trauma 
in her first marriage, no matter hosv trivial, her eye-for-an-eye 
unconscious demands equivalent, albeit symbolic, retribution. 
The unconscious does not function quantitatively or qualita¬ 
tively. Once is the same as a thousandfold. Emotionally, an 
epithet, a slap, and actual infidelity are equivalent. Each implies 
rejection; each indicates that she is held by her mate as inferior, 
and expiation becomes mandatory. One example is cited to illus¬ 
trate this point. 

Mr. and Mrs. M. were regarded by friends as a perfectly happy 
couple, and so they were. One day Mrs. M. called for her husband 
at his office. IVhile he was at a conference she began to idly 
inspect the well-appointed room. She admired the furniture, the 
thick carpet, and the fixtures. In a closet she discovered a small 
overnight bag. With t^q^ical feminine curiosity Mrs. M. opened 
it and found a shirt, shorts, socks, pajamas, toilet kit, and—a 
contraception apparatus. True, Mr. M. had not been caught 
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in flagrante delicto but this sign of infidelity made a deep im¬ 
pression on his wife’s unconscious mind. A few years later the 
lady became a iWdow and in eighteen months embarked on a 
round-the-world cruise. The second night at sea, under the magic 
spell of Pacific stars, soft music; and a few drinks, symbolically 
secluded from the world by Stygian darkness, the widow retired 
with a petty officer to his cabin. A few hours of acquaintanceship, 
a dance or two, a stroll around the deck—these were sufficient 
cause for an othenvise cultured and fastidious woman, reared 
by religious parents, a virgin at marriage and faithful to her 
wedding vows, to reject her own code of ethics. However, the 
score had to be evened, and tvas, subsequently, numerous times 
for good measure. With this belated triumph Mrs. M. had to 
inform the world of her victory and regained superiority. At the 
next port she dashed off dozens of letters to friends, describing 
her tropical nights in ill-disguised words. She told e^’eryone. 
Everyone, that is, except her two married daughten! 

In an attempt to readjust to "life on her own*' the widow not 
infrequently becomes involved in difficulties resulting in psychic 
and/or somatic disasten. Too many relicts, trying to emulate the 
gay and vivadous teenager, and trying ”io forget,” fall prey to 
alcoholism, which Dr. Sidney Greenberg, eminent authority on 
the subject, terms the ’’disease of a million women." He points 
out that in the past twenty years the number of female alcoholics 
has doubled. Dr. Greenberg adds that many s^'omen, of whom 
widow’s and divorcees are not an inconsiderable number, drink 
"to release sexual frustrations or inhibitions” and "to (be) rid 
of fears, depressions, and ‘evil thoughts.* *' 

The widower who was the "small boy dependent on his mother 
surrogate” may resort to liquor in his Rovndering for a prop. 
The widower who was unhappily married and is suddenly 
“emancipated” may go overboard and become an alcoholic. 

In our civilization the svidower's prime concern is not remar¬ 
riage; he does not experience the ‘‘desperation” of llie widow. 
In the phrenetic, odds-on competition for a companion and/or 
husbani svith the not too unconsdous feeling that she has lost 
her youthfulness and glamor, the female relict too often becomes 
reckless and indulges in a sexual relationship, not for pleasure 
per se, but "to prove she is a woman.” Frequently, this leads to 
promiscuity that is not the indulgence of confident, capable 
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women, but women ^vho have been defeated. It does not attract 
women of achievement, but only those looking for achievement 
Like a narcotic, promiscuity destroys a person, and a temporary 
blackout the night before merdy postpones unsolved problems 
until the next day, with the person even less able to cope with 
them. Psychologically, the promiscuous widow is not oversexed 
at all—she is undersexed. She does not seek to give something, 
but to get it. She must realize that the act of lose is outgoing: 
it can only be defiled, perhaps forever, by trying to make it a 
feminine accomplishment. 

The widow who is not financially independent frequently faces 
difficulties in finding remunerative employment. If she has a 
profession—nursing or teaching, for example—she is reasonably 
assured of economic independence. Often she docs very well as a 
receptionist or a librarian. Sometimes she is forced to accept 
more arduous svork Viiih insufficient return. Witness the number 
of vii’idoss's behind department store counten. A widower has 
been accustomed to working, but a widow may not have earned 
a salary' for years or at all. For (his economic aspect alone she is 
more anxious to remarry* than her male counterpart. 

'^Mxtle the widotver may seek female companionship soon after 
the death of his wife, generally it takes from fifteen to eighteen 
months for a widow's grief to fade suffidently before she is ready 
to step out on her first date. The memory of her husband—what 
he was and svhai he meant to her—has slowly "blurred” into a 
mental image of what she would have liked him to have been, 
that is, what she now hopes to find. In a t%ay, the mental paragon 
is a hindrance. Failing to discover the desired mate immediately, 
the widosv, straining at the physiological leash and with time 
breathing dos>'n her neck, somesvhat impetuously and carelessly 
grabs ss'hat comes her vmy and plunges into an affair without any 
prior assay of the situation. 

There are seseral hazards fadng all svidows. The question of 
empty hours is perhaps the most immediate. Gainful and interest¬ 
ing employment goes far in filling the daytime. If there are 
children the svidow is not alone, for they are living mementos 
of her married love. She can fill her evening with friends s\iih 
whom she and her husband had socialized. Many w’idotvs hesitate 
to visit these friends, feeling out of place, “like a fifth tvheel.” 
There is no justification for this reaction. Understanding friends 
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will often arrange dinners and e\-enings so that the relict may 
have male companionship. A widow can join civic movements, 
pursue cultural studies at night school and college, attend con¬ 
certs and theaters. Nor must she follow these dijenions alone. 
She can enjoy them with other widows just as liappily as she 
plays bridge with them. This does not imply that the widow must 
forego dates \vith men, whether as a couple or with a group of 
couples. How much or how little sex is ins'olved, if any, before 
a wido%v remarries (if she does) depends on her physiological 
demands, her self-confidence, and her moral standard. 

The greatest threat to the widow's psychological svell-being is 
the emotional havoc unconscious feelings of guilt may wTeak, 
although successful sublimation can temporarily by-pass a sense 
of shame and self-reproach by quasi-righteousness. An example of 
the latter is the woman who claims "it is my business what 1 do," 
“there is nothing wTong with it," "plenty of others are no dif¬ 
ferent,” etc. Nevertheless, unconscious guilt invariably finds its 
way to the surface. Emotional reactions, psydiosomatic conditions, 
neurosis, even frank psychosis, are potential end results. 

SOCIAL ORGANIZATIONS 

There are many organizations throughout tlic country main¬ 
tained by widowen, widows, and divorcees for die ostensible 
purpose of providing a sodal milieu for the unattached middle- 
aged individual. These groups hold weeldy or monthly dances 
and on the surface are means for dub-like get-togeiliers. There 
is the strong hint that these meetings enhance the possibility of 
remarriage. This writer, who has interviewed many members 
of such clubs and attended their affain. has never found one 
instance of marriage within any such social organization. All 
evidence indicates these clubs are simply assodations for sub¬ 
limated assignations and indiscriminate liaisons. Here conduct 
is oriented on primitive drives with almost complete disregard 
for early training and prindpJes, ui accordance with the theory 
of Konrad Lorenz, eminent naturalist, that "moral judgments 
are irrelev'ant where life is instinctive." 

The group relict invariably flaims she is hungry for companion¬ 
ship. This is the first prop for self-deception. The true com¬ 
panionship of man and woman—sharing confidences, joys, sor- 
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rows, mutual likes, on equal or nearly equal cultural and 
intellectual levels—is found in a lifetime union, not for a night 
or spasmodically for several months. Too often the author has 
found a tvidotv who, although she is a college graduate and 
avidly interested in the arts, is having an affair with a widower 
whose education had been limited to grammar school and whose 
interests have centered on race tracks, fishing, and poker. How¬ 
ever, he ti after sex and finds a willing and co-operative partner 
in the dub widow who does not wish to lose his attention. 

It is a psychological truism that the well-adjusted husband and 
Avife are prepared for the possibility that one of them may have to 
face the later years alone. The relict who has not been so fortified 
and consequently encounters emotional and psychic difficulties 
needs help. Temporizing spells disaster; nervously flitting from 
friend to friend or consulting untutored counselors can be harm¬ 
ful rather than beneficial. A troubled psyche calls for a skilled 
psychiatrist. 
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A few yeais ago an eminent American surgeon declared that 
“medical science ^"as maUng it possible for man to live longer 
to suffer more complications.” This statement, now an actuality, 
has created a paradox: the more that is done for one end of life's 
span (reduction of infant mortalit}), the greater are the problems 
at the other. At the rum of the present century, only 4 per cent 
of Americans were over$Lxty*fite )ears of age. By 1975 this figure 
will hase risen to 13 per cent of the population, or a loul of 
nvenC)-fise million individuals. 'The tivo factors principally re¬ 
sponsible for the increased percentage are: decline in immigntton 
and birth rates, and prevention and control of infectious diseases. 

Just as it is not advisable to attempt to treat citildren as 
“younger adults," so it is unreasonable to uy- to treat persons over 
sixty-five as “older adults." Identical S)TOptom$ in an octogenar¬ 
ian and a man of thirty can be evidence of widely difTerenl 
conditions. Accordingly, the approach to afflictions in the aged 
is not the same as it is for younger individuals. For example, 
whereas dizziness is highly suggestive of hypertension (Iiigh blood 
pressure) in the elderly patient, in a young man it may indicate 
labyrinihme disease (a border of the delicate "balancing mech¬ 
anism” in the inner ear) or irregularities of the heart. It was 
not until 1914 that the late Jgnaz L. Rascher invented the term 
"geriatrics” for that branch of medidne dealing with the health 
problems of the aged. fThc sdcntific body of Ijiowledge pertain¬ 
ing to the process of aging is called “gerontology.") Rascher 
declared that medicine's challenge is to restore a diseased organ 
or tissue to a state that is normal in senility, not to a state 
that is normal in maturity. The Gerontological Society dedicates 
itself to the ideal: "to add life to years, rather than years to lift" 
162 
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THE AGING PROCESS 

An undentanding of the aging process as it relates to organs 
and tissues is essential to an appreciation of the mental and 
emotional problems of the later yean of life because accumulated 
physical handicaps, plus a general deterioration in bodily func¬ 
tions, superimpose a heavier burden on whatever emotional 
traumata may have developed within the individual. The out¬ 
standing sign of aging is found in body tissues, where stroma 
(connective tissue, or nonfunctional elements) increases while 
parenchyma (functional tissue) decreases. Every organ of the 
body punues its individual pattern of aging; only the blood 
remains essentially the same throughout all of life. The skin 
becomes thinner, drier, and darker; bones develop a brittle 
quality; muscles lose their power and decrease in magnitude; 
nen’e cells vanish and nervous reactions become sluggish, Arterial 
vessels lose their elasticity and their ability to respond to meta¬ 
bolic demands for dilation and coniraction. Sclerosis (hardening) 
of arterial walls converts soft vessels into "pipe stems," a condition 
which requires stronger cardiac action to overcome the added 
resistance to circulation. Thus, pulse rate and blood pressure rise. 
Heart muscle thickens, but the organ’s efficiency diminishes as 
fat and fibrous tissue accumulate around it. The heart’s control 
mechanism fails and irregularities of rate ensue, such as auricular 
fibrillation and premature contractions. The kidney loses many 
of its "units” (nephrons), while the remaining ones suffer de¬ 
terioration. 

The endoCTine glands, particularly the thyroid, reveal changes 
as the years pass by. It is becoming clinically apparent that a 
decrease in hormones (the secretion of these glands), may be as 
important a factor in aging as a flagging vascular system. For 
example, sex hormones are directly involved in the organism’s 
actions on proteins. The hormone "estrogen” is needed to 
metabolize fat, and when its secretion diminishes it is possible 
that cholesterol, in the form of animal fat, is then free to be 
deposited on vessel walls. It is alleged that this opens the road 
to arteriosclerosis. But there is the further question: is tlje diminu¬ 
tion of sex hormones responsible for senility, or does it result 
from a failure of the pituitary to secrete its growth hormone? 
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When the latter has been injected into aged animals, some 
changes suggestive of youthfulness have resulted. A full under¬ 
standing of this entire relationship between glands and aging is 
still awaiting experimental findings. Hormonal therapy tried 
with human beings has not produced uniform responses. 

Research has tended to concentrate on the celt as tlie core of 
the problem of aging. We know that old cells have less ss'ater 
and more solids than younger ones. In the laboratory, test tube 
colloids lose water as they age. From this it has been argued 
that the aging of colloidal protoplasm accounts for the ravages of 
advanced years. In a similar manner, old cells accumulate pig¬ 
ments and lipids (fat substances) which many investigators main¬ 
tain clog the cells and impair their efficiency. Other physiologists 
point to the reduction of cellular enzymes (chemical substances 
that break dotvn matter in metabolism) as the answer, and many 
other cellular substances and activities are undergoing experi¬ 
mental scrutiny. 

Aging affects the organism's response to stress; the reaction to 
injury is slower and less vigorous, and frequently less effective 
than in earlier yean. Therefore, signs and symptoms of disease 
processes are often minimal because the signs and symptoms are 
generated by the resporue to injury and are very seldom due to 
injury itself. For e-xample, widespread inilammation, muscular 
rigidity, cough, pain, and fever m the elderly may be minor to 
the point that an acute process such as pneumonia may not be 
suspected and the aged person thus delays seeking medical aid 
until it is too late. Senile persons do not bear extremes well—heat, 
cold, overeating, starvation, and dehydration. Even the heartiest 
old individual is at best only "comparatively’' well; he has 
accumulated many scars from the hazards of life, such as in¬ 
jurious habits, poor nutrition, intoxications, infections, and 
actual injuries, not to mention the psychological traumata which 
are incident to a long life- Early years pave the way for later 
ones; the older one becomes, the more yesteryears axe accumu¬ 
lated, and since life experiences differ in sequence, inteiuity, 
duration, and severity, a wide divergence and variation in 
functional capacities can be anticipated. The keynote, therefore, 
in geriatric medicine is indrviduahzalion. E ac h elderly person 
must be separately assessed and inventoried. There is no such 
thing as "routine” therapy. 
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THE ROLE OF MENTAL DISORDER IN SENILITY 

Mental disorders attributable to senility and arteriosclerosis 
create many of tlie handicaps of later life. It is incumbent on 
geriatric medicine to concern itself with (1) the fundamental 
nature of clironic diseases common to old age, and (2) the 
characteristics of tlie elderly and the process of aging. 

The changes produced by old are many: clianges in emo¬ 
tional reactions, in intellectual functioning, response to stress, im¬ 
munity. biocliemical equilibrium, metabolism, and structure, to 
mention but a few. The advent of tranquilizing agents in psycliiat- 
ric practice accounts for the deaease in institutional admission 
statistics, but this benefit has not accrued to the elder age bracket. 
The explanation is that the ataractics calm the disturbed, assuage 
anxiety, and relieve depressive reactions, but it is seldom that 
the senile or sclerotic patient is the “violent, unmanageable, 
intractable*' individual. He has come to the hospital because his 
psychic-emotional apparatus has "run down*' to the point where 
he is unable to remain in a competitive society. A clue to 
this situation is to be found in the language of therapy: whereas 
a cure is sought in mental disorders of young persons, in the 
elderly we hear the term '‘rehabilitation” constantly used. Thus, 
in 1930, only 5 per cent of all psychiatric admissions were over 
the age of sixty. These patients lived, after institutionalization, 
on the average, about two and one-half years. A quarter of a 
century later the admissions of patients over sixty had risen to 
slightly less than per cent and they were surviving hospitaliza¬ 
tion for ten years. 

Recognition of "abnonnal” mental and emotional features in 
persons of advanced years remains one of the perplexities of 
medical practice. Considering the circumstances, how much 
irascibility, ho'W much suspicion, how much “childishness” is 
justifiabfe in the reactions of the aged? Are disorientation, lack 
of defecatory control, intellectual letdown, etc., indications of 
mental disorder, or are they just the accompaniments of “simple” 
senility? Somewhat the same qu«tion exists with regard to 
pregnancy (surely this is not a "normal,” uncomplicated state, 
but is it “abnormal”?). Is not the loss of physical vigor enough 
to sadden the best of men? Is the feeling of rejection and being 
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shunned by relatives an inappropriate cause (or an older person s 
sense of futility, hopelessness, and despair? 'W’hen old age is a 
barrier to emplo)-ment the job-hunter may ■well become paranoid 
and suspect that "the world is against him*” Numerous such 
instances of social maladjustment are in the baclground of the 
mental disorders of the aged. 

Bejond this, howes’er, is a very real and pressing situation—the 
growing demand for centers, homes, or hospitals for the aged, 
the realization of which seems impossible because of the mount¬ 
ing tax burden. 

The Principal Clinical Entities. In cerebral arteriosclerosis, 
the most common disorder of old age, symptoms and signs can 
be categorized as both physical and mental. 

Physical Symptoms. The patient may complain of headache, 
usually a throbbing pain, with or without "ringing in the ears." 
TTiere may be dizziness, a feeling of pressure on or in the head, 
and fainting spells. The patient may suffer apoplectic strobes 
with or without paral)sis. Examination of retinal >esseU (in the 
back of the eje) ria the ophthalmoscope will show* arterio¬ 
sclerotic changes. The pupil may have a white ring (arcus 
senihs, or the circle of old age). Blood pressure will be high if 
smaller vessels (arterioles) are thickened, but arteriosclerosis of 
large arteries may produce no elo'^ation of pressure. The ph)*sical 
status of the heart will have a definite bearing on blood pressure, 

JfE.NTAL SY.Mrrojfs. The most striking indication of a mental 
change is "mental tension defect”—the impairment of the capacity 
to think readily and accurately, to concentrate and fix the atten¬ 
tion. The patient is easily fatigued, emotionally, ph)'sically, and 
mentally. He shoss's a lack of emotional control—weeping over 
trivia! events, or exhibiting irritability with explosive outbursts, 
especially as he reacts to the feeling that he is not as capable, 
physically and mentally, as he has been. Emotional disturbances 
may arise from arteriosclerotic involvement of the thalamus, 
that portion of the brain regarded as the scat of emotional 
control The patient's memory is poor, presenting "patchy” 
defects, i.e., memory may be good one day and impaired the 
next. Realization that he is "under par" may cause tlie patient 
to be depressed and warrant close supervision to prevent self- 
destrucuon. In cases of impotent* he may "project" his inade¬ 
quacy and develop suspicions and paranoid ideas, accusing his 
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wife of infidelity. Mental conbision in the sclerotic is episodic. 
These periods usually clear up, but each time the “return” is 
not as complete as the former period of recovery. This is called 
a “step letdown" defect that leaves the patient worse after each 
attack. He is prone to delirious attacks, especially at night, when 
he experiences terrifying hallucinations of death, burial, funerals, 
etc. The patient may cling to one expression, constantly repeating 
a pres'ious thought or word (perseveration). 

Obviously, an elderly individual may react to both arterioscle¬ 
rosis and senility. However, when a patient has one syndrome 
exclusively, a differential diagnosis is possible, as follows: 


CEREBRAL 
ARTERIOSCLEROSIS 
Occurs early in old age. 

Of brief duration. 

The onset is apt to be abrupt and 
stormy. 

Intellect confused. 

Depressive and hypochondriacal 
states are common. 

Paranoid states are present but not 
marked. 

Headaches, dizriness, stroke, faint¬ 
ing, convulsions are present. 
Capricious defects of memory: 
“patchy.” 

Blood pressure may be elevated. 
Personality is fairly well preserved. 


SENILITY 
Seen in the later years. 

Slightly longer duration. 

The onset is gradual. 

Intellect normal. 

Depressive and hypochondriacal 
states are unusual. 

Paranoid states are very common. 

TTiese symptoms are rate. 

Orderly, retrograde defect of mem¬ 
ory. 

Blood pressure not elevated per se. 
Personality is not well preserved. 


THE OBJECTIVE: CONTROL RATHER THAN CURE 

Nowhere in the field of psychiatry is the holistic principle 
more meaningful than in geriatrics. The aged person’s mental 
condition will always be complicated by organic disorders of 
some kind. Old persons are immune to no disease; they even 
lose immunity to childhood diseases. However, the major prob¬ 
lem is that of chronic, “degenerative” diseases which include 
gout, arthritis, arteriosclerosis, h^h blood pressure, inadequate 
or poorly functioning metabolism, and nutritional disorders such 
as diabetes, anemia, and gonadal deficiency. Most of the disorders 
of old age are of doubtful etiolt^, arising usually from factors 
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within the patient, highly variable, and in operation years before 
they are overtly manifested. Perhaps, if the average person under¬ 
went regular and routine physical examination, medidne wouid 
have a better idea, for example, of the causes of high blood 
pressure, the victim of which commonly consults a physician only 
after he has suffered for yean. Howes’cr, unless and until the 
causes are established, geriatric medicine must aim at control 
rather than cure and at prevenuon through better superv’ision 
and living. Pemidous anemia can be controlled by tlie adminis¬ 
tration of liver, and diabetes by insulin and diet; but they are 
not "cured.” This is not unusual in any sphere of medidne, but 
it is perhaps more applicable to conditions of tlic aged. Geriatric 
medidne aims, consequently, to widen the breach between disease 
and disability or death. 


LONGEVITY 

Longevity is a subject that has interested man since pre-Biblical 
times and has resulted in considerable scientific investigation 
together with many myths, metaphysical tracts, amazing anoma¬ 
lies, and questionable statistics. The subject commands the 
attention of health agendes, welfare groups, sodologists, under- 
svriters, and, of course, legislators and sodal reformers. Raymond 
Pearl, a leading geneticist, sho^\ed that in fruit flies long-livedness 
is a dominant factor while short-livedness*is recessive. No one, 
however, has proved hoiv this genetic mechanism actualiy worJ^. 
Hygienic and medical progress, both for the individual and the 
group, have served, particularly in recent times, to prolong man's 
life expectancy. In the Caesarian era the average length of life 
was twenty’-ihiee years; in 1900 this had increased to forty-six 
and in 1950 to sLxty-nine. In other words, it took two thousand 
years to double life expectancy but only fifty additional yean to 
triple ill Sdentisls have shown that natural selection and for¬ 
tuitous combinations of chromosomes and genes account for long- 
livedness, yet a physicochemical explanation maintains that it is 
not the duration of life as such that is hereditarily determined, 
but only longevity in the sense of a definite quanity of life 
energy. Length of life may be affected by metabolic acceleration 
or retardation, influenced by agents such as temperature and 
light, which control the r^ie of consumption of the fixed avail- 
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able supply of energy. It is statistically known that thin persons 
generally live longer than fat people; women outlive men; and 
in the young, a higher mortality rate prevails among those of 
below average height. 

When occupational and socioeconomic features are considered, 
statistics are frequently blurred by legendary and uncorroborated 
reports. Well-known examples are the Biblical accounts of the 
incredible limits of age reached by Isaac and Methuselah. It 
seems that intellectual pursuits favorably influence longevity; in 
science and literature there are Isaac Newton, Bernard de Fon- 
lenelle, Johann Wolfgang von Goethe, Georges de Buffon, and 
Immanuel Kant; in art, Michelangelo and Titian; in medicine, 
William Williams Keen, Georges Duvernoy, Hans Sloane, and 
William Harvey. Samuel Hahnemann married at eighty and was 
hard at work eight years later; Izaak Walton was busy writing 
at ninety; Mary Somerville penned her Molecular and Micro- 
scopie Science at eighty-six; and Walter Savage Landor dashed 
off his Imaginary Conversations when eighty-five. In contem¬ 
porary times noted octogenarians have included Nicholas Murray 
Butler and Justice Oliver Wendell Holmes. History provides 
innumerable examples of men and women who were mentally 
active and vigorous in the senium: William R. Hearst, Thomas 
A. Edison, Henry Ford, John D. Rockefeller, Pius XII, Gustavus 
V, "Winston Churchill, Bernard Baruch, Queen Victoria, Otto 
von Bismarck, William E. Gladstone, Ferdinand de Lesseps, and 
Michel Chevreul. On his hundredth birthday, Sir Moses Monte- 
fiore was at his deskl 

Concerning longevity records, the case of Henry Jenkins is the 
most amazing- He was born in Yorkshire, England, in 1501 and 
died in 1670. There is a record in the office of the King’s Remem¬ 
brancer that he appeared as a rvitness at the age of one hundred 
and fifty-seven. Peter Garden of Auchierless, who died at the 
age of one hundred and thirty-one years in 1755, had chatted 
with Jenkins about the battle of Flodden Field which Henry had 
beheld as a boy of twelve. Thus, Mr. Garden could tell the 
tale of a battle which had taken place two hundred and sixty-two 
years before, from a description furnished him by an actual 
eyewitnessl 

Another notable record was established by the Horrocks 
family in England. James Horrodts was born in 1744 and lived 
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to ceJebrate his hundredth birthday. His father had been bom 
in 1657. James was the son of a second marriage when the elder 
Horrodis was eighty-seven. Therefore, this man could truly 
declare in 1844 that he had a brother bom when Charles II 
was ting, and that his father was a dtizen of the Ojmmonwealih. 
Another and well-authenticated record is that of Dr. ^V'illiam 
Hotchkiss, bom in 1755, who died on April 1, 18951 Similar cases 
continue to stir attention—some well-founded, others of dubious 
origin. 

According to the 1950 census, there are about four thousand, 
five hundred centenarians In the United States. In 1958 two Con¬ 
federate veterans, aged one hundred and iwelse, and one hundred 
and fourteen, were granted Federal pensions. There are sixty-one 
persons past the hundred-year mark on the benefit rolls of the 
Social Security Office. Javier Pereira, a Colombian Indian who 
died in 1958, stating be was one hundred and si-xly-eight jears old, 
had been brought to the New York Hospital-Comell Medical 
Center for purposes of examination. The physidans who com¬ 
pleted this study declared Pereira might well have been over the 
age of one hundred and fifty at chat cime. 

THE SOCIOECONOMIC FACTOR 

The attitude of our dviltzation low-ard old age is a puzzling 
paradox. The elderly themselves are concerned with maintenance 
of social adjustments, of income, and of health. Despite alleged 
public interest in the problems of old age, leaders in politics, 
industry, sodology, and economics all seem bent on doing eveiy- 
thing possible to make finandal, soda!, and health adjustments 
unattainable for the aged. The longer man lives, the earlier 
becomes the age for retirement and/or pension. An unemployed 
man of fifty is regarded as "too old" in industry; the cry is for 
youth. In the nineteenth century the average American worked 
rmtil he dietL Perhaps this somewhat primmve "suraval ol the 
fittest” was not wholesome, but in spite of the alleged advantages 
of modem sodal privileges, programs such as social security, old 
age pensions, and unemployment insurance do not help aged 
individuals psychologically. They create a sense of futility in 
the aged, a feeling of dependence and uselessness- Children who, 
fifty years ago, would have regarded the care and responsibility 
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of their aged parents and relatives as a moral requisite, now 
resent the presence of an old person in the house and anxiously 
seek a private nursing home or welfare establishment. They are 
intolerant of the feeble grandfather whose trembling hand spills 
soup on the table. 

In an age of technology the United States is losing many fine 
skilled workers and alert, capable scientists through compulsory 
retirement. According to an insurance source, researchers ex¬ 
amined the records of four hundred famous men, each the 
most outstanding writer, poet, soldier, artist, or statesman of his 
era, and found that 35 per cent of them recorded notable achieve¬ 
ment when they were between sixty and seventy years old, 23 
per cent betsveen seventy and eighty, and 8 per cent after the 
age of eighty. In other words, 66 per cent of the world’s greatest 
work has been accomplished by men past sixtyl 

Those over sixty-five years of age require the chance to work 
and to live comfortably because social security and pension 
programs are of themselves inadequate (and, if made adequate, 
could not be supported). There is a need for developing criteria 
for measuring the continued capacity to work. In the field of 
health there is a demand for research to determine which bodily 
alterations "must” be accepted as part of the normal aging 
process and which can be prevented or eliminated. Rehabilitation 
attempts and programs of centers and hospitals meet with little 
success because the elderly patient has little to anticipate once 
he is released. It is next to impossible for him to find employment, 
to maintain a self-respecting standard of living, and to anticipate 
love, sympathy, and respect from relatives and friends. Further¬ 
more, too often do psycliiatrists find that mental symptoms, 
particularly feelings of depression and futility, are not actual 
psychic indicators, but products of social and familial rejection. 
Without doubt, much of what is described as “senile decline” 
is due to lack of motivation rather than to the deterioration of 
old age. The senile individual, in addition, has further taxation 
on his social and mental adaptive processes: loss of self-respect, 
a feeling of being unwanted and unloved, changes in the en¬ 
vironment, the death of dear ones, and enforced retirement. Since 
the adaptive mechanisms are not up to the task, the elderly 
person simply repeats ineffectual behavior or withdrasvs from 
the unfriendly world of reality. That this is a sheer waste of 
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talent is borne out by the fact that through the use of batteries 
of tests psychologists have proved conclusively that reasoning, 
general information, knowledge, and s'ocabulary are preserved 
for longer periods than is commonly suspected. There is an 
urgent need for community services, such as counseUng for the 
group and the individual, vocational placement and guidance, 
suitable housing, and recreational outlets. 

The physician, too, must broaden his interest in the problems 
of old age and aging. He cannot tonfine himself solely to clinical 
matters, research, and treatment, but must regard the challenge 
as a total one that includes social and economic aspects as well. 
The true geriatrician cannot exclude ensironmcntal factors irom 
his study of the patient. If the treatment program does not em¬ 
brace the old person's psychosodological responses so that every 
aspect of his difficulties can be coped with, failure will result 
from emphasizing the incapacities caused by senility rather than 
stressing the patient’s assets. In the words of Dr. JL H. Young: 
“it is imperative to appreciate ... the geriatric patient as an 
individual with as many, or more, sodal and economic problems 
than medical.” 

Only one who is elderly can truly appredate the psychological 
impact of later years. Bernard Baruch, approaching his ninetieth 
year, said: "^Ve must get away from employment polides based 
on cold arithmetical averages and take advantage of the skills 
and judgments of older people. How hideous a mockery it would 
be if, as a result of advances in medidne, surgery, hygiene, and 
higher living standards, older pteople were kept willing and able 
to work—but sodety deprived them of something useful to do.” 
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IV'hether in the limited sense of the sex act or in the lofty sense 
of reverence for a Supreme Being, the human phenomenon 
called “love" lias captured the imagination of poets, philosophers, 
moralists, and even scientists from time imraemoriaL The con¬ 
cept of love has been oversweetened by advice-to-the-lovelom 
columnists and soured by cynical essayists. Perhaps more than 
any other word in our language, “love” has suffered from misuse, 
as in such ridiculous phrases as “I love strawberries” and “Don't 
you just love Brahms?” Principally, though, it suffers from a 
multiplicity of meanings: sexual excitation and copulation, the 
mating experience, the total relationship between husband and 
wife, the feeling of parent for child and child for parent, sibling 
and other family relations, love of one’s neighbor or fellow man 
(soKralled “brotherly love”), and love of God—although these 
do not exhaust the list. 

The English language is noted for its ambiguities and there is 
often confusion between the original meaning of a term and its 
popular connotation. Jn psychiatric usage, love is ordinarily 
associated with heterosexual adjustment, since this usually sig¬ 
nifies that the individual has reached maturity. There can be 
little argument against the thesis that it should be the goal of 
every individual to progress through several preparatory stages 
(the autoerotic, narcissistic, and the homoerotic) to the mature 
state in which he or she finds a mate with whom physical, emo¬ 
tional, and intellectual satisfaction can be achieved and with 
whom children can be raised, cared for, and. in their turn, also 
guided to maturity. Oversimplified or platitudinous as it may 
sound, this is the ideal pattern of a human life. 

Maturity or heterosexual adjustment is not, however, achieved 
without overcoming several hurdles. First, there is the need to 
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pass the normal stages of des’elopment successfully. Next, there 
is the ever present factor of the biological and intellectual dif¬ 
ferences among individuals. Last, one must cope with the infinite 
\'ariety of environmental experiences, which individuals interpret 
and react to in so many different tvays. Just hosv many people 
ever do achieve complete maturity* is open to question. To have 
married and raised a family is not necessarily proof that one 
has divested oneself of all the elements of the pre-maiure per¬ 
sonality. Nor has it been shown that unmarried or childless 
individuals contribute more than their share of psychiatric 
problems. Ne\*ertheless, the attainment of a stable life, with 
established home and family, is a goal to be sought; the person¬ 
ality shot« the fullest development when the individual has 
achieved this ideal, assuming of course that he or she is emotion¬ 
ally and othenvise well adjusted. 

AN HISTORICAL REWEW OF LO\T 

Just as “the coune of true love never did run smooth" in the 
individual case, neither has the role of love in die social structure 
remained constant through the ages. Ours is not the first era 
to regard love with cynidsm, nor are the saccharine approaches 
of the nineteenth century* the first such recorded in literature. At 
some risk of generalization, one can count od certain historical 
intervab and characterize them on the basis of the contemporary 
attitudes toward love. 

Thirty centuries ago a lovesick Egyptian poet bemoaned an 
“illness” no doctor could cure but which yielded to his sweet¬ 
heart's embraces, hfarital bliss—and discord—were lampooned 
in the early Greek comedies but were given more significance 
in the Bible with the story of Adam and Eve. One of the oldest 
and most beautiful love stories is that of Rachel and Jacob, 
recorded in Genesis: **. . , and Jacob served seven years for 
Rachel; and they seemed unto him but a few days, for the love 
he had to her.” Andenl histeny and literature contain many 
tales of supreme sacrifice to preserve marital love, such as the 
story of Orpheus who descended into Hades to regain his wife, 
Eurydice. 

On the other hand, there are accounts of philandering—the 
wife who leaves her husband for a lover or the husband who 
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deceives his wife. Helen of Troy’s elopement with Paris was the 
direct cause of the Trojan War (yet afterwards she was received 
at home again by her spouse, Menelausl). The first wife who 
we know was unfaitliful ivhile her mate was "away on business” 
was Clyiemnestra. Ulysses engaged in several romantic interludes 
on his adventurous voyage home, while Penelope, the classical 
picture of the patient wife, repulsed all suitors. 

The so-called "double standard” was popularized when, in 
the time of Socrates, women were supposed to be faitliful tvJiile 
their husbands supported concubines, the original “kept women.” 
When Plato wote of the lofty love between human beings, re¬ 
gardless of sex, founded on a timeless love of Good and Beauty, 
he brought us the expression "platonic love.” Christianity intro¬ 
duced into the picture a paradoxical concept that was both a 
boon and a curse, accounting in no small measure for con¬ 
temporary confusion. While religious doctrine made the first 
attempt to unfetter women by preaching equality between the 
sexes, it also introduced the concept of sin into love; thus, love 
could be both profane and sacred. 

In the Rfiddle Ages, this concept was reflected in two diverse 
pictures presented by the literature. On the one hand, a knight 
was a personification of the romantic ideal, dedicated to the 
protection of the weak and all women. An individual knight 
sought the hand of a young, unmarried girl or bound himself 
hopelessly in service to another man’s wife. Women were 
pedestaled in verse and song, yet the concept of love included 
cohabitation, although each such love usually ended tragically 
as in the case of Launcelot and Guinevere, Tristan and Isolde. 

The Renaissance brought an open element of sensuality to 
love. Chivalry ^vas ignominiously slain by Cervantes’ tongue-in- 
cheek mockery. Somewhat later the French tvallotved in an 
abundance of flowery prose and poetry in an over-sentimental 
approach to the subject. A certain amount of cynicism carried 
over, however, and French literature included derision for the 
husband unaware of his wife's infidelity. Shakespeare and Moliere 
endowed literature with the term “cuckold.” 

England’s Puritan Protestants emphasized the danger of sin 
attached to love with all the implications of eternal damnation 
and endless suffering for the unrepentant. This concept migrated 
to the American colonies and found expression in early colonial 
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literature, particularly in Nathaniel Hawthorne’s The Scarlet 
Letter. 

Early in the eighteenth century the melandioi/c aspect of lore 
was virtually laughed out of existence. People pursued affaires 
du coeur openly with no thought for moral obligations. Don 
Juan and Casanova were models for young men to emulate and 
t)'pes young women secretly desired. The role of svoman had 
changed; no longer a symbol of love, she became primarily a 
means for pleasure. 

The nineteenth century' saw three distinct attitudes tou’ard love. 
The early part of the century was the period of the great Ro¬ 
mantic motement, when Shelley, It'ordsworth, and Keats were 
the prominent figures and ly'tic poetry the dominating form in 
literature. The ideal of love and beauty which had been woven 
from the time of Plato and before reappeared again with the 
same strength it had shoum during the hfiddle Ages. A stronger 
movement than the earb'er French attempt, the Romantic period 
in England also incorporated something of die earlier styles: the 
satire of the Neo-Plaionists found expression in such worlj as 
ByTon's Don Juan and English Bards and Scotch Setnewers. 
The magnificence of medieval tradition w-as replaced by exotic 
Eastern influences and religious symbolism, outstanding examples 
of which can be seen in the workxof Coleridge. 

The Victorian era w hich followed had a restraining influence 
on the imagination of its writers. Sentimentality returned but 
was channeled toward an ideal of good men and good women, 
and the social scene gained prominence as a literary background. 
Despite the n'geur of Victorian comportment, in the latter part 
of the century there were the Oscar Wildes, the translations of 
the Jluhdi)dl of Omar Khajyini, and the unadulterated sensu¬ 
ality of the Indian Love Lyrics proclaiming: 

■'For this is wisdom; to love, to Ii\e, 

To take what Fate, or the gods, may give, 

To ask no question, to make no pray er. 

To kiss the lips and caress the hair. 

Speed passion’s ebb as you greet its Bow— 

To have—to hold—and—in time—let go!” 

The candy coating around love was sw iftly and finally eradi¬ 
cated s^-ith the advent of 'World War I. Poetry, prose, and song 
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emphasized realism; idealism andromantidsin became associated 
with the past. Thus, we had John Held and F. Scott Fitz¬ 
gerald, followed by John Steinbeck, Tennessee Williams, and 
Arthur Miller. 

CONTEMPORARY ATTITUDES 

Today the concept of love may be estimated as somewhere be¬ 
tween sentiment and sex without inhibitions or excessive restric¬ 
tions. Yet what is alleged to be liberal thinking and unrestrained 
discussion on the one hand is accompanied by a general lowering 
of moral attitude on the other. We are plagued by a record-break¬ 
ing divorce rate. 'Writers reap fortunes through articles svhich 
give pseudo-solutions to sexual problems in marriage but which 
are predominately expositions on how to enjoy sex—read by 
young and old, married and unmarried. Sex Is too Irequently set 
apart from love in so-called “frank” plays and movies, lewd 
literature, and loose talk. There is emotional satisfaction and 
benefit from frank discussion, but there is irrefutable harm when 
frankness is a veneer for arousing unnatural curiosity, temptation, 
and crime through unscrupulous bypassing of social decency, such 
as is presented to all ages via the printed word, stage, screen, 
radio, and television. According to police statistics, prostitution 
flourishes as never before. Out of indiscriminate sexual activity 
by adolescents, by their philandering parents (married, divorced, 
or widowed), and by other adults, mental and emotional reactions 
—outgrowths of insecurity and guilt—have developed. 

The present perplexity about love has received additional im¬ 
petus from the insecurity of modem life and, to some degree, 
from the misrepresentation of and failure to comprehend the 
philosophy and dynamic approach of such investigators as Sig¬ 
mund Freud. Endocrinology has revived the Ponce de Leon 
interest in sexual restoratives and encouraged manufacturers of 
nostrums to give false hope to the ever increasing army of 
impotent oldsters. Religion battles birth-control agencies on the 
issue of contraception. Drug stores sell pregnancy-thwarting 
devices to teen agers; gynecologists prescribe diaphragms and 
sperm-killing jelly for their unmarried female patients. Abor¬ 
tionists, lay and medical, do a land office business. In some slates 
adultery is a statutory crime. 'While the street walker is subject 
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to arrest, the economically independent woman who uses her 
body to assure herself of male companionship is not a prostitute 
—she is merely lonely. 

PSYCHIATRIC CONSIDERATIONS OF LOVE 

The most sensible approach to a consideration of love comes 
to us from the gifted pen of Dr. Felix MartMbdnez, probably the 
ablest editorialist in the medical profession; 

"Stendhal evolved the ‘crystallization* theory in love: the 
sedimentation on one person of imaginary perfections projected 
by another. Just as a cast into the Salzburg salt mines, he 
said, is slowly coated by a myriad tiny iridescent salt crystals 
until transfigured into a glimmering s\‘and of silver, so is the 
loved one transfigured into a vision of graces by the lover's 
imapnadon. 

"Siendahl was wrong. True love is bom suddenly and lasts 
forescr. It is a motion of the soul towards something incom* 
parable. To be in love is to feel besviiched by someone svho is 
or seems perfect. Love first starts ssith a centripetal stimulus 
aroused by another person, which when it finally strilces the 
core makes lose blossom cenirifugally until it becomes a psychic 
current flowing endlessly towards that person. 

"\Ve all carry deep within us [in the unconsdous] a preformed 
imaginary profile of the beloved that we try on most persons we 
meet. Therefrom springs the arrow, the French coup de foudre 
. . . love at first sight, when we suddenly meet someone who fits 
this ideal model. 

"Although lose is a dynamic feeling, it narrows our world; it 
is a psychic angina that begins svith a change in our attention, 
which becomes obsessively fixed on one person. The image of 
the beloved fills our world completely. Hence, we do not ‘crystab 
lize’ on the object of our love, but set it apart and stand 
hypnotized before it as a lion before a lion tamer. [This, in 
Freudian parlance, would be the supreme ego-ideal.] A loser’s 
soul, filled with one single image, is like a sick man’s room filled 
with the smell of flowers.. In this sense, love impoverishes ‘hori¬ 
zontally’ our world, while enriching it 'vertically* with knowledge 
of another human being. 

"Love, however, is not the same as sexual insuncL 'Whereas 
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love is bom from another being whose qualities trigger the erotic 
process, sexual instinct pre-exists the object of desire, cares not 
for perfection, and insures only the continuation of the species, 
not its improveinenL Sexual instinct is sometimes selective; love 
is always so [italics ours} and excludes all desired objects but 
the one. There is no love without the sexual instinct, but in 
true love such instinct merely serves the same purpose as the wind 
in sailing. 

"Love, Ortega y Gasset said, is ‘surrender by bewitchment/ not 
a will to surrender, but surrender despite oneself; one is engulfed 
as if by magic by the beloved. This is not so of desire, which 
entails no surrender, only the capture of the quarry. In desire 
the object of desire is absorbed; in love the lovesick one is ab¬ 
sorbed. We can desire without loving, but we cannot love with¬ 
out desiring. Desire dies with fulfillment; love is never fully 
satisfied. Thus, love is the most delicate reflection of a person’s 
soul, a wondrous talent granted to only a few.” • 

With each succeeding generation taking an about-face attitude 
toward the meaning of love, there can be no surprise that our 
present civilization is the neurotic child, the product of an 
emotionally insecure background. Psychiatrists are defied to 
produce a definition of love. That challenge will never be met. 
Search though you may through endless library shelves of stand¬ 
ard psychiatric texts and tracts dealing with marriage, the term 
love is neither defined nor indexed! 

Stendhal attempted, over a century ago, to specify four varieties 
of love: passion-love, sympathy-love, sensual-love, and vanity-love. 
The first is valid but the idea of "crystallization,” described above, 
falls short of serving either as a definition or an explanation. 
All forms of love, however, have certain features in common. 
In heterosexuality it is an exiraverted drive (as opposed to 
self-love or auioeroticisro). Love must be reciprocated to be 
fully graii^ed; unrequited affection spells frustration. Lore is 
individually selective in the higher forms of life; it arouses the 
impulse to give which supersedes but does not necessarily elimi¬ 
nate the desire "to take.” It stimulates curiosity for the love object 
—both psychological and physical. Certainly sexual contact is a 
natural corollary of love, but it follows, it does not precede or 

• Fdlix Marti Ib.lRez. “De t'Amour" (editorial), MD, The Medical News- 
ma^atine,2:ll (April. 1958). 
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immediately accompany iL TTiis statement at once provokes the 
question: can not clandestine, illidt love precede a full love 
life? It can, but the true and maximum appreciation of the 
emotion cannot be achieved while a sense of guilt, unconscious 
and/or conscious, detracts from the complete libidinal concen¬ 
tration on love. This guilt is the result of the illicit lovcn ignor¬ 
ing their superego’s complaints, the heritage of family, the 
dictates of society, of religion, etc. 

Love, as we have presented it, exists in persons before the 
desire to have sexual intercourse. Thus, true lovers become more 
and more inseparable as they' aintinue to leam each other’s assets 
and liabilities. A couple genuinely in lose may initially experi¬ 
ence sexual difficulties. ^Vere they not in love, these handicaps 
would be seized as an excuse and magnified until they were 
accepted as a reason for dissolving the union. To the contrary’, 
under the revealing light of love, two people can frankly, 
co^aperatively. and successfully overcome these difficulties. The 
emotionally mature woman, for example, who marries for lose 
will experience thoroughly satisfying sex. Tlie emotionally im¬ 
mature woman svho goes from one liaison to another solely for 
physiological gratification thereby prostitutes herself in the search 
for male companionship. 

A SANE "SLANT” ON SEX 

Says Dr. A. H. Maslow of Brandeh Univenity: "One of the 
deepest satisfactions coming from the healthy love relationship 
reported by my subjects is that such a relationship permits die 
greatest spontaneity, the greatest naturalness, the greatest drop¬ 
ping of defenses and protection against ihreaL In such a relation¬ 
ship it is not necessary to be guarded, to conceal, to try to 
impress, to feel tense, to watch one's words or actions, to suppress 
or repress. My people report that they can be themselves without 
feeling that there are demands or expectations upon them; they 
can feel psychologically (as well as phy’sicalJy) naked and still 
feel loved and wanted and secure." • 

At the outset of this chapter we synonymized love and hetero¬ 
sexual adjustment. The healthy attainment of mature love is 

• A. H. Mislow. Motivation and Penonalitj (New Vorki Harper t; Bros.. 
1954). pp. 239-240. 
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another way of saying achievement of good mental hygiene. If 
we subscribe to the tenet of prevention rather than cure, then 
the proper point to launch a program of mental hygiene is at 
the beginning—when life commences. No one, regardless of age, 
is ever so richly endowed, intellectually and emotionally, that 
nothing remains to be learned. Instruction and guidance are of 
the utmost importance before puberty. Reaction patterns, per¬ 
sonality traits, interpersonal relationships—these are in the 
making from the first breath of life. 

Sex is more than the physiological satisfaction of desire. It is an 
important component and offshoot of love; it also implies the 
need to adjust, after psychosexual development has been com¬ 
pleted, to a universe of man and woman. Parents, therefore, have 
an obligation beyond providing the necessities for existence. If 
they feel that anything more than this can be purchased or is 
guaranteed by law through payment of taxes, then they fail in 
their responsibility to their families. The teacher and the 
chaplain are important influences in a child’s development. 
However, they cannot do the entire job without parental co- 
operaiion-any more than the nursemaid, baby sitter, grand¬ 
parents, or television can be expected to serve as surrogates for 
mothers and fathers. 

First and foremost the child should be given every reason to 
feel secure and wanted in the home. Honesty is the keystone 
in the arch of family love. Every minute brings a youngster 
something new that he wants to learn about; he will ask questions. 
If he is impatiently brushed aside—rejected—if the reply is untrue 
or veiled with mystery so as to connote wickedness or fear, not 
only do doubt and insecurity result, but confidence in the parent 
is shaken. If conversation threatens to turn to delicate topics, 
changing the subject is far better than the forefinger on the lips, 
the wink, the warning glare, or the foreign phrase that cautions 
the speaker. If you cannot answer a child’s question because you 
lack the knowledge, say so, but then seek the information with 
the child. He -will respect your honesty and when you do have 
the data to satisfy his queries he will believe you unconditionally. 

Sex instruction deserves priority in child training. Properly 
administered and maturely handled, this feature of a youngster’s 
bringing up will go far in molding a good citizen with healthy 
interests. All sex knowledge is not imparted to a child at any 
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one age, any more than Euclid is taught before the student 
masters basic arithmetic. Simpler facts are explained at first, 
such as the age-old question, "where do babies come from?" As 
times goes on and the child’s mind des’clops, further instruction 
is given. There is no need to dread this responsibility which, in 
fact, is a happy experience for both teacher and pupil. Brochures, 
pamphlets, and books are available in public libraries, from the 
American Medical Association, local mental health sodeties, and 
other agencies. 

No household has to be a citadel of unnatural prudery. Neither 
should it be a center for vulgarity or oiT-coIor stories. A healthy, 
sincere, modem attitude of respect for sex, es'cr properly linking 
it to genuine love, will go far in advancing good mental hygiene. 
Such a home never has to worry when the teen-age daughter 
begins to date, or when the boy’s voice clianges and his chin 
sprouts a stubble. Sensible parents, earnest and moderate in 
attitude, fostering an atmosphere of family togetherness, will 
raise children who find complete satisfaction in scouting, hobbles, 
and athletics, and who will be untemptcd by narcotics, liquor, 
xip guns, and clandestinely pursued sensuality. 

Sex should be neither emphasized nor ignored as a component 
of love. It is important to know the limitations of sexual attrac¬ 
tion and to be able to distinguish it from real love; it should be a 
part but not a whole. George Santayana expresses the philosophic 
viets'point in The Life of Reason. "TTiere can be no philosophic 
interest in disguising the animal basis of love, or in denying its 
spiritual sublimations, since all life is animal in its origin and 
all spiritual in its possible fruits." 

Finally, an excellent literary appreciation of love is given us 
by Thornton IVilder in The Bridge of San Luis Rey. . . we 
ourselves shall be loved for a while and forgotten. But die love 
will have been enough; all those impulses of love return to the 
love that made them. Every memory is not necessary for love. 
There is a land oi the Ihnng and a land of the dead and the 
bridge is love, the only survival, the only meaning.” 
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Not until the second half of the twentieth century was a 
tenable and working understanding reached between religjon 
and psychiatry. Even today many lay and professional people,con¬ 
tinue to believe that no common meeting ground exists on which 
mental hygiene and theology can stand together with any degree 
o£ mutual confidence. One still hears such derogations as "psy¬ 
chiatry is anti-God,” “the Church rejects and condemns psyAo- 
analysis.” and, on the other hand, “religion is a man-made 
gimmick born of ancient superstition and therefore emotionally 
unacceptable to the instinctual unconscious." 

RELIGION AND SCIENCE 

The history of the relationship between religion and science 
has not been a happy one. While many of the advances in our 
knowledge of the workings of nature have been achieved through 
the sponsorship of religious bodies (the early universities were 
Church<ontrolled), they have just as often been retarded by 
these same bodies. A heavy burden of mythology, astrology, 
theology, and priestcraft pervaded the writings of the classical 
Greek investigators of nature. In the modern era, James Harvey, 
in the Preface to his immortal treatise on the circulation of the 
blood, felt obliged to pay tribute to prevailing clerical dogma, 
as did most of his colleagues (this gesture was a sort of apologetic 
for disagreeing with their “elders”). Discussions of the causes 
of commonplace phenomena frequently degenerated into heated 
debates over theories which clashed with established ecclesiastical 
dogma. 
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Resistance to change is not, however, con6ned to theologians. 
Men do not easily surrender concepts which they have originated 
or accepted, whether in the 6eld of culture, economics, or medi¬ 
cine. The fearsome hand of Galen (who died in a.d. 200) restrained 
the development of medicine for centuries, for his observations, 
which were hopelessly beclouded by mysticism, obscurities, and 
downright error, ^vcre ssvallotved whole by many investigators 
who followed him, even until the eighteenth centurj'. Although 
Anton \on Leeuwenhoek demonstrated the existence of bacteria 
in 1683, and others supported his vieus in the interim, it ss-as 
not until late in die nineteenth century, thanks to Schwann. 
Pasteur, and some others, that the idea that disease could be 
caused by microorganisms was generally accepted. Even in the 
twentieth century, the medical profession has been reluctant 
to give serious consifleraiion to the influence of purely psychic 
factors in disease. 

It roust be admitted, nevertheless, that medical sdence and 
theology' have both come a long way in their study of man. 
Neither has evolved the “final answers” to man’s role in die 
universe, but to their credit they are striving harder than ever 
before to humanize their approach to his psychic (or spiritual) 
and physical problems. Each has moved a bit in the direcdon of 
the other. By its increasing recognition of the psychosomadc 
concept, medicine has abandoned to some degree its “ivory tov^-er” 
view that the only factors in illness that are worth consideration 
are those that can be demonstrated in the laboratory. Conv’crsely, 
theologians, in pastoral vmtings and through the creation of 
seminars in psychiatry for the clergy and clergy-in-txaining, have 
conceded that physiologic funcuon cm play a significant role in 
disturbances of thought 

Lest the reader should too readily dismiss religion as "con¬ 
trary to science,” the words of Albert Einstein arc offered to 
him: 

“The most beauUfuI experience we can have is the mysterious. 

It is the fundamental emotion w’hich stands at the cradle of true 
art and true science. "Whoever does not knovs' it and can no longer 
wonder, no longer marvel, is as good as dead, and his eyes are 
dimmed. It was the experience of mystery—even if mixed with 
fear—that engendered religion. A knowledge of the existence of 
something we cannot penetrate, our perceptions of the profound- 
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cst reason and the most radiant beauty, which only in their most 
primitive forms are accessible to our minds—it is this knowledge 
and this emotion that constitute true religiosity.” • 

PSYCHOLOGICAL ASPECTS OF RELIGION 

There is ample evidence for the hypothesis that religion is as 
much an integral part of the instinctual element of man’s per¬ 
sonality as are hunger and sex. With all his pride in having 
mastered the forces of nature and put them to use, man is still 
baffled by a number of mysteries concerning the universe and 
life, in both the physical and the philosophic sense. There remain 
such imponderables as the Creation (of which there are countless 
versions in the world’s many faiths); teleological questions, or 
curiosity over purpose in nature; the existence of a Supreme 
Being, who is blamed for practically everything that happens (or 
does not happen) to people either in general or as individuals 
(often as an escape from personal responsibility); and the wonder¬ 
ment over whether, when, and how “it” will all end. These are the 
principal considerations that cause man to feel his limitations 
and turn to spiritual guidance for reasurance, i.e., to nullify 
feelings of insecurity. 

The man who senses uncertainty and turns to a Superior Force 
for leadership and assistance is the parallel of the child who relies 
on his father. It was Carl Jung who recognized the importance 
of this relationship when he evolved his concept of the uncon¬ 
scious as consisting of two portions: the personal unconscious 
(the ontogenetic element) and the racial or collective uncon¬ 
scious (the phylogenetic element). With regard to the latter, 
Jung pointed out how man’s heritage, down through the ages, 
has endowed his personality, unconsciously, with drives and 
impulses, many of which are directly derived from beliefs overtly 
followed by his ancestors and which, by rote, gradually sank 
from the conscious mind into the unconscious. As explained 
earlier, this pattern is the duplicate of that whereby a baby 
learns personal hygiene and toilet habits “consciously” and 
through constant repetition, so that what is taught becomes 
“automatic” and "unconsciously” pursued. 

• Albert Einstein, Ideas and Opimotu (New York; Crown Publishers, Inc., 
1954). p. U. 
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In keeping with this thought, it can be appreciated that 
religions grow from and take on the character of the cultures 
in which they originate. With the waning of animism and poly¬ 
theism in the face of rising monotheism, the family be«me 
the basic unit for religious systems. Because the majority of the 
peoples of the earth live under patriarchal rather than matriar¬ 
chal organizations, it has naturally followed that the Supreme 
One or the spiritual leader has been referred to as Father or some 
equivalent title. Thus, we have Pope, padre. Master, etc 

It cannot be denied that respect for the head of the household 
(svho is at the same time the proteaor of those in his family group) 
is a most desirable feature of any culture and that, in encourag¬ 
ing this, religion affords the most fertile soil for the cultivation 
of wholesome social and personal attitudes. Indeed, this is one 
of the common grounds on which psychiatry and religion are 
beginning to approximate one another, for clinical experience 
shovs's that disintegration of the family or weakening of rapport 
among its members is a prime factor in the development of 
mental disorden. 

Another area for co-operation between ps>‘chiairy and religion 
touches upon one of the basic Freudian concepts of penonality 
development. This concerns the formation of the ego ideal. 
As the child gross's he gradually acquires an image of himself 
as an individual. To form this image he borross*5 mainly from 
the people around him. Parents, relatives, teachers, and others 
who cross his path play a role as their influence is brought to bear 
in varied circumstances. The child is continually making com¬ 
parisons, accepting certain qualities and rejecting others. If he 
habitually encounters drunken, sadutic, or unsympathetic people, 
there is some risk that he may incorporate their characteristics 
into his ego ideal. The introduction of religious concepts into 
his sphere of learning serves the purpose of directing the image 
of the kind of person he wants to become into desirable channels. 

It gives him, in an impressive way, the appreciation of an author¬ 
ity which is analagous to, but transcends, parental controL There 
is, of course, the danger that the individual will assume that 
religion is an end in itself and, failing to grasp the analogy, will 
treat it as little more than an instrument for obtaining favors 
from the Almighty. Still, the loftier precepts are available to 
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him; how he -will use them will depend on his intellectual and 
emotional constitution and his life experiences. 

The ritualistic aspects of rel%ion have unquestionable thera¬ 
peutic value. Flickering candles, stirring music, a robed choir, 
and the very architecture of the house of worship tend to induce 
sober reflection and respect for the better side of life. The de¬ 
pressed may find solace, the agitated may be calmed, the anti¬ 
social may come to appreciate the need to live in peace and 
harmony with their fellow men. Even the atheist must agree that, 
by and large, people are at their best tvhen they are at worship. 
Further, the recital of prayers or a litany constitutes a kind of 
mental discipline whiclt is woefully lacking in everyday ejtist- 
ence. 

A great deal of Scripture provides excellent counsel for mental 
hygiene. Despite the garb of archaic language, many selections 
from the Bible could be taken as spiritual counterparts of some 
of the most widely accepted psychiatric principles. In Matt. 5:28, 
we read: “Whosoever looketh on a woman to lust after her hath 
committed adultery with her already in his heart." This appears 
to be the earliest expression of the tenet later expounded by 
Freud, that the unconscious achieves socially unattainable gratifi¬ 
cation by compensatory, conscious wishful thought. Further in this 
same chapter it is written: “What is a man profited if he shall 
gain the whole world and lose his soul?" Here is a query that 
every coronary and ulcer victim might put to himself; in fact, 
every man, in our increasingly competitive civilization, could 
well ask himself this question. Headlong striving for material 
gain reaps an abundant harvest of psychosomatic disorder. 

A word about Sunday schools and parochial schools is not 
amiss. There are many who rejoice that the uncontrollable per¬ 
missiveness and undisciplined elaslidty of soolled progressive 
education has not, as yet, pervaded the schools supervised by 
ecclesiastics. It must be conceded that vandalism, classroom riot¬ 
ing, and misbehavior in general are seldom, if ever, linked with 
Sunday schools and parochial schools, unless one believes that 
this is due to mere coincidence. Sunday school teachers provide 
guidance that is respected because discipline is not a sterile means 
of student management. Above and beyond the cultural benefits 
to children and adults in learning the historical background 
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of their spiritual faiths is the fact that they are learning not by 
mere passive acceptance of itistniciion, but, as Clifton Fadiman 
says, by stimulation of the “desire to know." 

THE PRESENT OUTLOOK. 

Just where do religion and psychiatry stand today? Consider 
the programs of the mental hospitals and state schools. At public 
insistence federal and state authortcies have energetically sport' 
sored chaplaincies, with ministers, rabbis, and priests as either 
full-time or part-time staff officen. Before they are permanently 
appointed they must complete a comprehensive course of psjclii* 
atric orientation. In addition to their work in institutions, all 
faiths participate in the support of psychotherapeutic and piid- 
ance centers. In New York City one finds the Neuropsychiatric 
Center of the Marble Collegiate Church, the Reis Ncuropsychi- 
atric Pavilion of St. Vincent's Hospital, and the Community 
Sendee of the Federation of Jewish Charities. Contrary to popular 
opinion, and to the everlasting credit of the clergymen respom 
sible, no subject and no school of thought is taboo in any such 
religious psychiatric installation. IN'hile actual psychoanalytic 
therapy is not praaiced at a Roman Catholic dinlc, there is 
no prohibition of Freudian dynamic interpretation of mental 
and emotional disorden. Today's clergy are neither embarrassed 
by nor do they sidestep sexual problems. Rev. Revel L. Howe, 
director of the Institute of Advanced Pasioral Studies at Bloom¬ 
field Hills, Michigan, says, “Homan love, including the sexual 
expression of it, needs the enabling power of divine love. This is 
the love that has the power to save, that is able to Jove the un¬ 
lovable; the love that can complete our limited finite love and 
liberate our self-saturated los'e." 

Ses'ere critics of religion have frequently failed to distingubh 
between the finite and the infinite. It would be impossible to 
argue against the fact that in its finite fonn religion supers from 
a somewhat tarnished history. In this regard, the fault has not 
been with religion itself, but with men who, in their eagerness 
to perpetuate the institution of their particular beliefs and to 
use it for selfish ends, have turned their energies to suppression, 
persecution, the propagation of prejudice, the encouragement 
of fear as the comentone of religion, and ev'cn war under the 
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banners of their faiths. It is a sad paradox that the streets have 
run with blood, either to preserve the dominance of an institu¬ 
tion of men or to force a nesv set of beliefs on a populace- 
in other words, murder in the name of God. The annals of 
man are replete with incidents of intolerance, and the blot has 
not yet been erased. 

Yet, the scales are tipped in favor of progress. Perhaps the 
situation is best expressed in the words of Rabbi Joshua Loth 
Liebman, who speaks for both psychiatry and religion in How 
Can I Believe in God Now?: 

“I have come to feel that the whole human story, with all its 
tragedy and its triumph, is like a page torn from the middle of 
a book, without beginning or end—an undecipherable page, when 
cut out of its context. . . . The context of man is the Power 
greater than man. The human adventure is part of a universal 
sonnet—one line in a deathless poem.” 
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Abreaction. A reaction to the psychoanalytic procedure in which 
the patient revives the memory of a repressed disagreeable ex¬ 
perience and, by giving expression to it in speech and action, is 
relieved of the emotional burden that was associated with it. 
'Abulia. Inability to exercise volition; indecision, a symptom 
sometimes observed in schizophrenia. Cf. Folie de doute. 
Acetylcholine. A combination of choline and acetic acid, which 
lowers blood pressure and increases peristalsis; released by the 
nerves to activate muscles, it may produce hardening of the 
arteries. 

Acrophobia. See Bathophobia. 

Adrenalin. A trade name for epinephrine. 

Affect. In its special psychiatric sense, this term is synonymous 
with emotion. 

Agitated depression. The extreme degree of a depressed state, 
characterized by marked worry, restlessness, weeping, and wring¬ 
ing of the hands, usually accompanied by ideas of unworthiness 
and self-deprecation. 

Agnosia. Loss of the ability to recognize objects or persons fay per¬ 
ception of parts of form. 

Agoraphobia. A pathologic fear of open spaces. 

Agraphia. Inability to communicate in ^vriting. 

Alexia. A type of word "blindness’*; inability to read although 
tliere is no organic visual pathology. 

Alkaloid. Any of several bitter organic substances derived from 
various plants and often medically beneficial (e.g., atropine); 
also the vital substance of habit-forming drugs such as caffeine, 
cocaine, morphine, and nicotine. 

Amaurosis. Partial or total blindness, often without demon¬ 
strable organic cause. 
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AiiAURonc FAMILY IDIOCY. A familial, congenital disorder chaT> 
aaerired by blindness, paralysis. Idiocy, and a cherry-red spot on 
the macula lutea of the retina; also called Tay-Sachs disease. 

AxiBn’ALENcv. Coexistence in the tndis'idual of diametrically op 
posed emotions, drives, or feelings, directed toward an object, 
or p>erson; examples are love and hate, happiness and unhappi¬ 
ness, pleasure and displeasure. 

Asinzsia. Loss of memory; it is anterograde if the "lost" memo¬ 
ries were of events occurring after the predpiiating inddent 
(e.g., brain concussion), retrograde, if the patient cannot recall 
inddents or other data that occurred before the trauma. 

AxiPHETAinxE. A sympathomimetic amine, not unlike epineph¬ 
rine in action, with the additional property of being able to 
stimulate the cerebral cortex and thus increase alertness, de¬ 
crease fatigue, and encourage euphoria. 

Anal ERonosxf. UbldinaJ pleasure associated with bowel func¬ 
tion, prominent in the first year of life and often rtfiected in 
later years in certain posonality traits, such as oversoupulosity 
and miserliness. 

Analczsu. Loss of sensibility to pain. 

Analysa.\s. a person undergoing psychoanalysts. 

Analyhs. See Psychoanalysis. 

Analyst. A psychoanaijst; one who is trained to administer 
psychoanalytic therapy. 

ANiNtiPHALY. Congenital absence of the brain. 

Anorexia nervosa. A condition characterized by loss of appetite 
or inability to relish food. 

Anosmia. Partial or total loss of the sense of smell. 

Antabuse. A synthetic medication intended to break the habitual 
use of alcohoL 

Anterograde amnesia. See Amnesia. 

Anttsocial. Exhibiting attitudes and overt behavior contrary to 
acrepted customs, standards, and moral principles of society- Cf. 
AsoctaL 

ANTiTHEnc utAiTS. Contradirtoiy combinations of stated prin¬ 
ciple and real action, often obserred in epileptics; the epileptic 
may not "practice what he preaches.” 

ANXtEiY. A term used to describe both a normal emotional reac¬ 
tion to a problem or situation and a psychic afflictiem; in the 
latter, the source of apprehension cannot be identified by the 
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subject and the anxiety is the outward expression of an inner 
fear. 

Aphasia. Partial or total loss of the ability to communicate ideas, 
feelings, and desires. Motor aphasia: the inability to read aloud 
or to express oneself verbally, although the subject has formed 
the words and ideas in his mind. Sensory aphasis: the inability 
to comprehend spoken or written words. 

Aphonia. Disturbance or loss of the capacity for producing mean¬ 
ingful, appropriate sounds. 

Apperception. The process by which the mind is able to appreci¬ 
ate, evaluate, and digest an experience. 

Apraxia. The inability to manipulate objects or to put them to 
Use in an appropriate manner. 

Aprosexia. "Absent-mindedness”; in its severest form, aprosexfa 
prevents the sufferer from Axing his attention on a task, situa¬ 
tion, or trend of thought, even when his personal safety is in¬ 
volved. 

Arachnoid. One of the membranes surrounding the brain and 
the spinal cord; it lies between the pia mater and the dura 
mater: also called pia-arachnoid. 

AnTERiosoieROSts. Hardening of the arteries, a deteriorative con¬ 
dition commonly manifested in persons of advanced age, but in 
widely different degrees. Cerebral arteriosclerosis: the deteriora¬ 
tion of the vessels of the brain resulting in confusion, para- 
nomia, or some other form of aphasia, exaggerated emotional 
responses, depression, and paranoid tendencies. 

Asoctal. Exhibiting a lack of interest in or concern about the 
standards of one's society. Cf. Antisocial. 

Astereocnosis. Disturbance or loss of the ability to recognize the 
form of an object by touching or manipulating it. 

Asthenic. A constitutional body lyf^ characterized by prepon¬ 
derance of perpendicular development over girth, with pale 
complexion, bluishness of ear lobes and finger tips, visceroptosis 
(“dropped" abdominal organs), and slow cardiac and respira¬ 
tory action; believed to be associated with a withdrawn, an¬ 
tagonistic, often bitter personality. 

Ataractic, Any natural or synthetic chemical agent that quiets 
a disturbed mental patient and relieves his anxiety and depres¬ 
sion; also called tranquilizer. 

Ataxia. Inco-ordination of movement. 
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Aura. A subjective sensation, recognized by experience, that 
warns the epileptic patient of the onset of a grand mal seizure. 
Autistic thinking. Thinking that is mainly subjective and de¬ 
tached, and that aims at gratifying desires without regard for 
the limitations of reality. 

Autofrotism. Sexual self-attraction tjpical of the earliest stage of 
psychosexual development, the sucking and biting periods. 
Automatism. Activity pursued without conscious awareness. 
Autonomic nervous system. That part of the nen-ous system not 
subject to voluntary control and chiefly concerned v.’ith funda¬ 
mental life processes such as cardiac action, respiration, and 
digestive and metabolic activities. 

Babinski's srG.v. Extension of the large roe and spreading of the 
other toes when the under surface of the foot Is stroked; a sign 
of pathology in the nervous system. 

Bathophobia. a morbid aversion to depths, commonly experi¬ 
enced as a fear of falling from a high place and often accom¬ 
panied by the impulse to jump; It is pathologic when the indi¬ 
vidual takes extreme measures to avoid being on the roof of a 
tall building, at the edge of a cHif. etc. 

Batophobia. a morbid fear of passing ber^veen tall buildings or 
other high structures, or through natural formations, such as 
a chasm or a narrow valley. 

BENrEDRiNE. A trade name for ampheumine. 

Bestiality. Sexual congress between a human being and an 
animal. 

Binet-Simon test, a standard series of tests designed to estimate 
mental capacity; once the only test in general use, it has under¬ 
gone 5e\eral revisions and is now often supplemented or re¬ 
placed by other tests. See Tennan revision and 'W'echsler- 
Bellevue scale. 

Blocking. Interruption of a thought trend owing to the recollec¬ 
tion of a painful experience or emotional conflict; observed in 
an interviesv ^vith a patient by a sudden haft m verbaf response 
and what seems to be a refusal or an inability to proceed. 
Bufotenin. An herb and hallucinogen resembling amphetamine 
in action, used in certain primitiv'e rituals as a stimulant. 
Buggery. A colloquial synonym for pederasty. 

CA. Chronological age; one of the faaors used in determining an 
individual’s intelligence quotient. 
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Castration complex. Fantasied loss of the penis; this reaction is 
usually provoked by unconscious guilt over forbidden sexual 
desires. 

Catalepsv. a psychogenic attack resulting in a loss of voluntary 
motion accompanied by stupor. See also Flexibilitas cerea. 
Catalytic. Tending to alter the speed of a psychological re¬ 
action. 

Cataplexy. Temporary loss of muscular control, with or without 
loss of consciousness. 

Catatonia. A type of schirophrenic reaction which may be mani¬ 
fested as either a stuporous or an excited state. 

Cathexis. The direction of an emotional attachment toward a 
person, an object, or an idea. 

Central nervous system. The entire nerve apparatus: the cranial 
and peripheral nerves, the brain, the spinal cord, and ganglia. 
Cerebrum. The main portion of the brain, occupying the upper 
area of the skull. 

Character. The sum of individual traits reflecting the standards 
of and determined by the mores of society. C/. Personality. 
Character disorder. An emotional reaction resulting in socially 
unacceptable behavior, formerly categorized under psychopathic 
personality; also called character neurosis. 

Chlorpro.mazine. a tranquilizer (ataractic). 

Cholesterol. A fatty substance found in all animal fats and oils, 
in bile, blood, brain tissue, liver, kidneys, and certain sheaths of 
nerve fibers; thought to be directly related to arteriosclerosis. 
Chorea, A designation for any one of several neurological afflic¬ 
tions characterized by involuntary, jerky roovemems. Syden^ 
ham’s chorea ("Saint Vitus' dance"): a condition seen prin¬ 
cipally in children, marked by spasmodic twitching accom¬ 
panied by emotional changes and, not infrequently, by mental 
retardation. Huntington’s chorea: an hereditary disease, seen in 
adults, the symptoms of which are irregular, uncontrollable, and, 
eventually, disabling movements, speech disturbances, and 
mental deterioration. 

Chorionic gonadotrophic hormone. A genital hormone found 
in the urine of pregnant women, wbidi has a stimulating effect 
on tissue growth. 

Cirrhosis, A condition characterized by hardening and degenera¬ 
tion of the liver, with yellow atrophy, due to invasion or poison 
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(often from excessive use of alcohol); it is commonly associated 
with alcoholic deterioration. 

Claustrophobia. A morbid fear of confinement or of entering 
small spaces. 

Climacterjc. a period of change, commonly used in reference 
to the middle years of life, when physiologic alterations, chiefly 
hormonal, occur in men and women; a transitional period, like 
that between adulthood and old agC;. 

Clonus. Muscular spasm of an extremity, occurring in intermit* 
tent contractions similar to oscillations. 

Cocaine. A crj^stalline alkaloid derived from coca leaves; it is 
used medicinally as a local anesthetic and pupillary dilating 
agent, but is often employed illicitly as a narcotic 
Compensation. An attempt by an individual, consdomly or un¬ 
consciously conceised, to make up for his real or fancied de¬ 
fects. 

Complex. A compound of repressed emotional experiences that 
may significantly Influence attitudes and associations. See 
Castration complex, Inferiority complex. Oedipiu complex. 
Compromise. An emotional attitude, aeated consciously or un¬ 
consciously, in an attempt to resolve the incompauhility betR'een 
primitive desires and the restrictions of reality. 

CoMPUuioN. Neurotic, repctiiise, stereotyped, and irrepressible 
activity which is the motor expression of obsessis-e thinking. C/. 
Obsession. 

Condensation. The unconscious compression of several experi¬ 
ences, locations, or individuals into one idea; a mental mech¬ 
anism characteristic of the dream state. 

Co.sTABULATioN. A Symptom encountered in several menta} dis¬ 
orders in which the sufferer, in response to suggestion, relates 
imaginary experiences, often wearing together in great detail 
irrelevant and unconnected ideas and events; it is frequently the 
result of a patient's attempt to fill the gaps caused ^ memory 
losses, but is also a normaf reacu'oo commonfy encountered in 
children. 

Conflict. An unconscious emotional struggle between the de¬ 
mands of the id and those of the ego, or beween demands of 
the ego and the requirements of re^ty. 

Conscience. A nonpsychiatric term for the controlling el eme nt 
of the mind, equated with the superego. 
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CoNsaous. Pertaining to that level of mental activity in direct 
contact ivith reality; possessing awamness and perception. 
Constitution. The physiopsydtolo^c endowment of the organ¬ 
ism; the pattern of one's potential. 

Conversion. A mental mechanism through which a painful emo¬ 
tional conflict finds outlet via bodily expression, often in a 
somatic symptom (rash, motor disturbance, gastric ulcer, etc.). 
Coprolalia. Uncontrolled utterance of obscene words or phrases; 
commonly encountered in patients suffering from schizophrenia 
and the obsessive-compulsive reaction. 

CopRopuiLiA. A morbid attraction to human excreta, character¬ 
istic of the regressive tendency to revert to what was a normal 
reaction in infancy. 

Cortex. The outer layer of the brain, made up of gray cells. 
CouNTERTRANStTRENCE. A TCaciion oi\ the pan of the analyst 
svhereby he transfers Ids own emotional conflicts and repressed 
ideas to the patient. Cf. Transference. 

Craniosacral. Pertaining to the parasympathetic nervous system, 
that part of the central nervous system that ranges from the 
skull to the lowest portion of the spinal cord. 

CRTTiNisiif. A condition caused by juvenile thyroid deficiency re¬ 
sulting in extreme mental retardation (I.Q. that of an idiot or 
imbecile), puffy lips and face, protruding abdomen, brittle 
nails, and sparse, stringy hair; a cretin’s personality is "flat” and 
he responds poorly to training. 

CuNNiuNcus. Lingual stimulation of the female genitalia. 
Cyclothymia. A cycle of emotional variation in moods, of a 
milder form than the manic-depressive reaction. 

Defense mechanism. Any of several unconsciously provoked men¬ 
tal devices used to achieve a compromise between instinctual 
demands and the restrictions of reality. Sre Compensation, Dis¬ 
placement. Projection, Sublimation. 

DejA vu phenomenon, a commonly occurring disturbance of 
orientation, in ivhich the subject has the false impression that 
he has previously encountered the same circumstances and sur¬ 
roundings that he experiences at a given moment in the present. 
Cf. Paramnesia. 

Delinquent. Descriptive of behavior that fails to comply with 
social (statutory) dictates; the term almost always refers to the 
behavior of minon. 
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Delirium. An acute mental disturbance characterized by confu¬ 
sion, excitement, and disorientation, and not infrequently, by 
hallucinations and abject fear; it may be organogenic (due to 
fevers or poisons, especially alcohol) or functional in origin. 
Delirium tremens: an acute type of alcoholism, usually with 
accompanying physical signs such as profuse perspiration, rapid 
pulse, cardiac weakening, and prostration; the condition is po¬ 
tentially fatal unless prompt and vigorous treatment is insti¬ 
tuted. 

Delusio.v. a belief arising without external stimulus and con¬ 
trary to fact, as a delusion of grandeur, of penecution, etc.; it 
is psychogenic in origin. 

DEME.NnA. Organically caused Intellectual deterioration. De¬ 
mentia praecox: an older discarded term for schizophrenia. 
Depersonalizatto.v. Loss of the sense of personal identity, usu¬ 
ally accompanied by feelings of unreality about the environ¬ 
ment or oneself. 

Desensitieation. The therapeutic process whereby the patient is 
required to face past traumaUc and unpleasant experiences 
honestly. 

Dipsomania. A periodic, irrestible desire for alcohol. 

Discharge catk^rsis. See Ventilation. 

Disorientation. Loss of the ability to place oneself in relation to 
lime, place, or person. 

D/SPLACE^fENT. An unconscious mental mechanism by which emo¬ 
tion is transferred from an unacceptable object or thought to 
one that is acceptable. 

Dissociation. An unconscious mechanism by which an idea or 
a group of ideas split off from the main body of the personality 
and become inaccessible to the conscious. C/. Depersonalization. 
Distortion. An unconscious mechanism of the dream process in 
which persons, places, and events that are emotionally distaste¬ 
ful to the dreamer, or unacceptable to the superego, are dis¬ 
guised or modified; the resulting substitutions are often gro¬ 
tesque or unidentifiable. 

Distributive analysis. A question-and-answer procedure in psy¬ 
chotherapy, in which the psychiatrist attempts to uncover all of 
the patient’s conscious and unconsdous problems, and to trace 
their causes through his life history, by employing many tech¬ 
niques, such as hypnosis, free association, abreaction, and inter- 
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pretation; synthesis and distributive analysis are t^vo aspects of 
Adolph Meyer's "ps^chobiological therapy." 

Dromomania. Wanderlust; an abnonnal desire to travel. 

D. T.’s. See Delirium tremens. 

Ductless glands. The endocrine glands, whose secretions (hor¬ 
mones) do not require ducts in order to enter the body’s vital 
streams; these include the pituitary, thyroid, pancreas, gonads, 
suprarenals. parathyroid, and ihyanus glands. 

Dura mater. The tough, fibrous outermost of the three mem¬ 
branes enclosing the brain and the spinal cord. 

Dyspareunia. Painful sexual intercourse. 

Echolalia. Irresistible repetition of a word or phrase heard; 
common in schizophrenia. 

Echopr.'VXia. Imitation of movement; common in schizophrenia. 

E. G.T. Electronconvulsivc therapy. See Electric shock therapy. 
EEG, See Electroencephalogram. 

Eco. That part of the bask personality structure which, through 
contact with the environment, becomes imbued with conscious¬ 
ness and assumes the role of reality-testing; the concept of self. 
Eco IDEAL. An image incorporated into the ego, constructed in 
the early years from the attributes of significant persons in the 
environment, such as relatives, teachers, friends, clergymen, etc. 
Egocentric. Self-centered to an extreme degree. See also Nar¬ 
cissistic. 

Electra complex. The female counterpart of the Oedipus com¬ 
plex; it involves the abnormal attachments of a girl to her 
father, with an unconscious sexual involvement. 

Electric shock therapy. A therapeutic procedure in which un¬ 
consciousness and convulsions are induced by passing an electric 
current into the brain in order to achieve modification of the 
patient’s behavior and emotional response; also called eleciro- 
cons'ulsive therapy. 

Electroencephalogram. A recording of the electric potential of 
the brain; its principal use is in the diagnosis of epilepsy. 
Emotion. Affect; simultaneous physical and psychical reactions 
to events or situations, with both superficial and deep phenom¬ 
ena being elicited (e.g., raising the arms in an expression of 
horror and at the same time experiencing a “warm" feeling in 
the abdomen). 

Empathy. A form of role-playing; identification of the self with 
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another person, but not to the extent of incorporating the 
other person’s attributes into the personality. Cf. Identifica¬ 
tion. 

Encephautis. Inflammation of the svbite matter of tlie brain. 
Encephalitis lethargica: chronic encephalitis wih lethargy the 
prominent symptom (also called "sleeping sickness”). £n* 
cephalitis diffusa: a desmiciis-e and progressively degenerating 
brain disease characterized by visual failure, mental deteriora¬ 
tion, and spastic paralysis (also called Sehildet's disease ). See 
also Parkinsonism. 

EN'CEPiiALO'iALACtA. “Softening” of the brain; a category which 
includes many injuries that result in deformities and mental 
deficienc}’ at birth. 

ENOOC3U.VI; GLANDS. See Ductless glands. 

Endogenous. Originating s%*ithtn the individual. Cf. Exogenous. 
E.vuRESts. Involuntary urination daring sleep, most asmmonly 
functional in origin. Nocturia; nycturia: nocturnal enuresis. 
Epilepsy. A disorder of consciousness and motor control, with or 
without convulsions. Akinetic epilepsy: sudden postural loss, in 
which the sufferer may fall to the floor but will rise at once; 
sometimes limited to a mere nodding of the head. Jackso¬ 
nian epilepsy: a form in which the consTilsite mosements are 
restricted to one side of the body, with consdousness usually 
retained. Myoclonic epilepsy: a condition characterized by inter¬ 
mittent contractions of musdes without Joss of consdousness. 
See abo Grand mal and Petit mal. 

EpnxpTOiD. Similar to or assodated with epilepsy. 

Epinephrine. An active hormonal prindple of the suprarenal 
glands; prepared synthetically it is kno\N-n as Adrenalin. 
Erogenous. Said of certain areas of the body (e.g., lips, breasts, 
ditoris, perineum) which, when stimulated, provoke sexual 
desire. 

Erythrophobia. a pathologic fear of blushing or of displaying 
embarrassment. 

E.S.T. See Electric shock therapy. 

Etiology, The total knosvledge regarding die background of a 
disorder, embracing the life history and physiologic de\elop- 
ment of the individual, and induding the possible causes of the 
disease. 

Euphoru. a feeling of svcll-being or of capability that is either 
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contrary or out of proportion to reality; commonly observed 
in general paresis and in multiple sclerosis, in which the 
patient, although ravaged by a disease process, insists that he is 
in perfect health. 

Exhibitionism. A morbid desire to reveal iparts of the body that 
are customarily concealed; by extension of meaning, to “show 
off,” to pontificate, to be the "life of the party.” 

Exogenous. Originating from without the individual. Cf. En¬ 
dogenous. 

ExoPHTHALBfos. Pfoiruslon of the eyeballs, a common symptom 
in hyperthyroidism. 

Extraversion. The outward direction of psychosexual energy, 
revealed in such traits as gregariousness, volubility, and prone¬ 
ness to hyperactive motor response. 

Fantasy. Reverie; a thought arising from imagination; absorp¬ 
tion with unreality. 

Feeble-mindedness. See hfental reurdation. 

Fellatio. Lingual excitation of the mate genital organ. 

Fetish. An inanimate object, capable of arousing sexual feelings, 
that is used as a symbolic substitute for a person. 

Fixation. Arrest of the libido at any of the stages of psycho- 
sexual development prior to heterosexuality, leading to inappro¬ 
priate or abnormal personality characteristics. 

Flagellation. Whipping, or having oneself whipped, to obtain 
sexual gratification. 

Flexibilitas cerea. a waxUkc flexibility of the extremities, in 
which a limb remains in whatever position it is placed; a 
common sign in catatonia. 

Fught of ideas. An abnormally rapid outpouring of associa¬ 
tions, in which the patient frequently shifts the topic, does not 
return to his original point, and never reaches the goal of his 
narrative; in a milder, usually nonpathologic form, this is called 
circumsiantialily. 

Folie de doute. A mental state in which the subject is assailed 
by abnormal scruples and anxiety over even the most ele¬ 
mentary, everyday tasks and activities; hair-splitting distinctions 
are made on minor points, and conclusions are continually 
revised and restatcd. 

Frie association. Spontaneous and uninhibited verbal response 
by a patient undergoing psychoanalysts; a technique employed 
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to uncover the background of an emotional conflict and other 
unconscious material. 

Free-floating anxiety. Scattered and unattached anxiety which 
the patient cannot explain to his otvn satisfaction. 

Frustration. The thwarting of a drive for gratification, either 
by the external demands of reality or by dictates of the con¬ 
science, or superego. 

Fugue. An unconsciously motivated flight from reality in which 
the subject performs apparently purposeful acts but seems to be 
in a dream state. 

Functional. Involving the ph^riologic action of an organ or a 
complete organism, but not aflecting its structure; commonly 
used, though not quite accurately, as a synonym for Psycho¬ 
genic 

Geriatrics. The branch of medicine dealing with the health 
problems of the aged. 

Gerontology. The scientific body of knowledge embracing all 
aspects of the process of aging. 

Glutamic acid. A pharmaceutical preparation reported to have 
produced improvement in the total penonality functioning of 
mentally retarded persons, with a subsequent slight increase in 
the intelligence quotient. 

Gonad, A sex gland; either an ovary or a testicle. 

Grand mal. The severe form of epilepsy; the attack is usually 
preceded by an aura or warning, and has the form of riolent 
muscular activity—convulsion, collapse. loss of consciousness, 
usually with tongue-biting and sometimes evacuation of the 
bowel and bladder; when consciousness is regained headache, 
nausea, depression, and amnesia for the seizure may ensue. 

Graphorrhea. Uncontrolled, purposeless wiiting of long lists or 
letters, words, or symbols; seen occasionally in scliizophrenia. 

Grim humor. A reaction encountered in delirium tremens, in 
which the patient laughs at visual hallucinations that are actu¬ 
ally frightening him. 

Hallucination. An impression not based on true sensory per¬ 
ception; it may involve distortions of any or all of the five 
senses; a common symptom in several forms of mental disorder. 

Hallucinosis. A state characterized by recurring halludnaiions. 
Acute hallucinosis: a transient reaction, seen commonly in 
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acute alcoholism, in which the hallucinations are accompanied 
by abject fear. 

Hebephrenia. Pathologic lassitude and indifference; a progres¬ 
sively deteriorating form of schizophrenia characterized by in¬ 
appropriate affect, childishness, introversion, and usually, by 
hallucinations and delusions. 

Hemiplegia. A paralytic stroke involving one side of the body. 
Heroin. A babit-forming narcotic derived from morphine. 
Heteroerotism. Direction of sexual feeling toward persons of 
the opposite sex or toward objects other than the self. 
Heterosexual. Pertaining to libidinal attachment to the oppo¬ 
site sex; descriptive of the mature state in psychosexual 
development. 

Holistic APPROACH- A diagnostic-therapeutic viewpoint in which 
the psychiatrist, regarding the patient as an entity, takes into 
account his physical constitution, injuries and illnesses, en¬ 
vironment, heredity, and the cultural pattern in which he 
moves. Cf. Psychobiology. 

Homatropine, a drug used to dilate the pupils, a diagnostic 
adjunct. 

Homoerotism. Love for the same sex. Also called homosexu¬ 
ality, Cf. Heteroerotism. 

Homosexual. Pertaining to libidinal attachment to the same 
sex; descriptive of a stage in psychosexual development that 
follows narcissism and precedes heterosexuality. Latent homo¬ 
sexuality: the homosexual drive, consdous or unconsdous, that 
is not granted overt expression. 

Hormone. Any one of several endocrine gland secretions, which 
functions chiefly as a stimulant and is capable of producing an 
effect on cells other than those where it originates. See also 
Epinephrine, Gonad, Insulin, Thyroid. 

Huntington's chorea. See under Chorea. 

Hydrocephalus. A cogenital anomaly characterized by dilation 
of the ventrides of the brain, with marked enlargement of the 
skull (the result of overproduction of cerebrospinal fluid); 
commonly described as “water on the brain." 

Hypalcesta. Decrease in sensibility to pain. 

Hyperglycemia. Abnormal increase in blood sugar. 
Hyperinsulinism. A syndrome diaracterized by loss of conscious- 
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ness, with or without csnvukions, resulting from oversecretion 
of insulin by the pancreas; as a method of treating mental dis¬ 
orders, it may be induced chemotherapeutically. 

Hyperkinesthesia. Exaggerated sensitis'ity to kinestheuc stimu¬ 
lation. See Kinesthesia. 

Hyperprosexia. a form of obsessive<ompulsive reaction in 
which the subject is absorbed by one idea to the e-xdusion of 
all others. 

Hypnosis. A sleeping state, induced by suggestion, in which the 
subject carries out directions or, under urging, reveals sup¬ 
pressed or repressed information; jiseful as a psycliotherapeutic 
technique. 

Hypochondriasis. Urueasonable concern over one’s health, usu¬ 
ally in the absence of any organic pathology'; a psychoneurotic 
reaction. 

HyP 0 ^tAKIA. A milder form of the manic phase of manic-depres¬ 
sive psychosis: restlessness, distractibility, and flight of ideas are 
observed, but frenzied overactivity and destructiveness are 
absent. 

Hysteria. A ps)choneurotic disorder arising from an emotional 
conflict, in which repressed material finds an outlet through 
sensorimotor disturbances, such as blindness, loss of certain sen¬ 
sations, and paralysis of the limbs, w-ith loss or impairment of 
speech function. See also Conversion. 

Id. That portion of the psyche whidi is the repository of instinc¬ 
tual drives. 

Identification. Conscious or unconscious role-playing wherein 
the individual assumes the attributes and behavior of another 
person or persons; at the conscious level, emploj'cd in modera¬ 
tion to enhance self-esteem, it is a beneficial merchanrsm; under 
unconscious control it may prevent the subject from establish¬ 
ing the integrity of his ego. 

Idiocy. The severest grade of mental retardation (mental age 
under three years); the idiot is incapable of attending to the 
most elementary personal needs and of protecting himself 
against even the most ordinary dangers; idiocy is commonly 
accompanied by serious handicaps in the sensorimotor fields 
and physical anomalies. Idiot savant: an idiot endowed with 
some unusual talent in a restricted area of mental actirity 
(such as the ability to recall a long series of license numbers 
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observed at a given time), but iri -whom other intellectual 
activity is minimal. 

Idiopathic, Having no known or discernible cause, although the 
symptoms may be easily observed. 

Illusion. A falsely interpreted sensory perception, such as the 
optical illusion of an oasis in the desert, or the auditory illu¬ 
sion of a wind heard as wailing or singing. 

Imbecile. A mentally retarded person whose mental age is be¬ 
tween three and seven years (i.e., a child with an intelligence 
quotient between 24 and 49); the imbecile is less incapacitated 
than the idiot but is only slightly trainable and unable to sup¬ 
port himself independently in the community. 

Incoherent. Descriptive of speech made up of jumbled words 
or unrelated, scattered ideas; common in manic-depressive 
psychosis. 

Inferiority complex. The constellation of ideas and emotions 
surrounding feelings of inadequacy, usually given expression in 
tyrannical or boastful behavior or some other reaction in a 
mood of assumed supenoricy. 

Ink-blot test. See Rorschach test. 

Insulin. The hormonal secretion of the pancreas. See also Hyper- 
insulinism. 

Insulin shock therapy. A method for the treatment of the 
major psychoses whereby coma is induced in the patient to 
interrupt his psychotic trend. Cf. Hyperinsulinism. 

Intelligence. The innate ability to cope with new and unex¬ 
pected changes in the environment; the capacity for perception 
and understanding. 

Intelligence quotient (1.Q-). A value derived from tests and 
mathematical computation which indicates the level of intel¬ 
lectual capacity in an individual. See also: Binct-Simon Test 
and Wechsler-Bellevue Scale. 

Introjection. The unconscious process of assuming the feelings 
of another person, usually accompanied by a reaction to those 
feelings as if they were one’s own. 

Intros'ersion. Inward direction of the libido, reflected in the 
tendency to shun interpersonal relations and to be absorbed 
by egocentric ideas. Cf. Exiraversion. 

Involuntary. Functioning independently of conscious control. 
Involutional psychoses. A group of several types of pathologic 
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reactions occurring from middle life lo the onset of old age; ilie 
principal characteristics are depressh e or paranoid trends, un¬ 
controllable fits of crj-ing, and feelings of unworthiness or 
failure. 

I.Q. See Intelligence quotient. 

Kainophobia. Morbid fear of new things, persons, or situations. 
Katatonia. See Catatonia. 

Krj3>TO?.iANiA- A compulsive drive to steal, in which there is 
little or no concern over economic gain from the stolen gootls. 
Kinesthesia. The sensation of movement, action, or balance, 
derived trom the nervous elements associated with the muscles 
and controlled by the vestibular apparatus in the inner ear. 
Korsakoff's reactio.v. A form of clunnic alcoholism marked by 
disorientation, confabulation, retention defects, and frequently, 
by peripheral neuritis. 

Latent contest. The part of the dream which, owdng to the 
censorship of the superego, is disguised by symbols but s^hich 
may be uncovered through psychoanalysb, ^us revealing the 
persons, situations, or ideas which are distasteful to the dreamer. 
Cf. 5raiiifest content 
LES81A.V. An overtly homosexual female. 

Libido. Energy or force, most commonly used to describe two 
vital human instincts, sc.\ and the will to live. 

Lobectomy. Surgical remo\-al of a small segment of the frontal 
lobe of the brain to efiect a salutary change in the personality 
of the subject 

Lobotomy. Surgical entry into the frontal Jobe and severing of 
certain neural connections within the brain lo promote im¬ 
provement in the condition of a mentally ill person. 

Locorrhea. Uncontrolled and continuous speech, usually repe¬ 
titious, but coherent 
MA. See Mental age. 

Magic omnipotence. An unconscious feeling of supreme power 
over one’s environment; refers espeaally to the attitude of in¬ 
fants but is also encountered in sdiizophrenia. 

Manic-depressive psychosis. -An affective psvchosis in which the 
symptoms are predominantly expressed in emotional outbursts 
or apathy, hj'peractivit)’ or hypOactivaty, elaUon or depression, 
often with mood swings between the extremes of these 
characteristics. 
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Manifest content. The aspect of the dream that can be recalled 
by the subject; the dream as the dreamer relates it after waking, 
but which, unconsciously, he tends to embellish with modifica¬ 
tions acceptable to his ego or to the demands of society. 
Marijuana. A narcotic derived from Cannabis indicc, which is 
not habit-forming but may pave the way for drug addiction; 
employed to promote orgiastic behavior or libertine sprees, it 
induces macroptic and micropijc hallucinations and disturb¬ 
ances of the senses of lime, space, and position; under its influ¬ 
ence the subject often feels an unwarranted and unrealistic 
sense of skill. 

Masculine protest. An emotional reaction rooted in the cul¬ 
tural pattern, believed by Alfred Adler to be fundamental in 
personality development; generated by the concept of mascu¬ 
line "superiority" in the male, it is expressed as anxiety over 
living up to the masculine role; in the female it is a protest 
against the fact that she is not a man. 

Melancholia. Profound sadness; morbid grief, or grief that out¬ 
lives a reasonable duration. 

Menopause. Cessation of menstruation, usually between the ages 
of forty-five and fifty; may be the precipitating factor in menial 
illness for some maladjusted individuals. See Involutional 
psychoses. 

Mental age. The numerical equivalent of an individual’s intel¬ 
ligence in relation to others; one of the elements used in deter¬ 
mining the intelligence quotient. 

Mental deficiencv. See Mental retardation. 

Mental retardation. The more accepted term for mental de¬ 
ficiency or feeble-mindedncss; this term embraces the holistic 
concept of medicine, recognizing the emotional development 
and total personality traits of an individual in addition to his 
intelligence level. 

Mescaline. An hallucinogenic drug derived from the weed mes¬ 
cal, originally used by primitive peoples as an excitant during 
tribal rituals. 

Metabolism. The sum of all the physiologic processes by which 
food substances are broken down and assimilated and wastes 
are separated and eliminated; by this process, energj’ is made 
available to the organism. Basal metabolism: the minimum 
expenditure of energy required to sustain life in the organism. 
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Microcephaly. A congenital anomaly in which the head Is ab¬ 
normally small. 

Mongolism. A form of congeniul idiocy, so called because the 
facial features resemble those of a >fongol (flattened skull and 
slanted eyes); despite their retarded intellect, Mongolian idiots 
are often lively and imitative and are amenable to some 
training. 

Mo.vcoijom. Haring characteristics similar to but not so severe 
as those of Mongolian idiocy. 

hfoRON. A mentally retarded person whose mental age is be¬ 
tween eight and eleven years (or a child with an intelligence 
quotient between 50 and 69): morons are capable of limited 
training for performing simple tasks and can be self-supporting 
in the community under close supervision and guidance. 
Morphint. An alkaloid of opium, a powerful analgesic and nar¬ 
cotic drug. 

Motor aphasu. See under Aphasia. 

MimsM. A state of speechlessness due to a brain lesion, malfunc¬ 
tion of the vocal apparatus, or negativism in mental pa¬ 
tients. 

Mvoclon'us. Intermittent h)-perfl€xion or twitching of a muscle 
or group of muscles. 

Narcissism. SelMove; the stage of ps}cho5exuaI development fol¬ 
lowing the autoerotic stage, from which it differs in that the 
development of the ego has begun. 

Narcoanalysis. A ps)chothcT3pcuiic procedure used for uncov¬ 
ering and probing into underlying emotional problems and 
breaking them dowm into their basic components; it is carried 
out with subject in a drug-induced sleeplike state. 

Narcolepsy, A disorder of consciousness marked by a sudden 
overwhelming desire to sleep no matter where the subject is or 
what he is doing. 

Narcosynthesis. A procedure siinilar to narcoanaljais in which 
the patient relives his emotional reacuons to past traumatic 
experiences in an attempt to re^-aluate and understand them. 
Nihilistic delusion. A delusion, encountered in schitophrenia, 
that the environmenL or large elements of iL have vanished, 
often expressed in the following ideas: ‘*There are no more 
people,” ’“The earth has disintegrated,” "Life has c e ased.” 
Nyctophobia. Fear of the darkness or of the approach of ntghL 
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Nymphomania. An abnormal, pcKistent desire in the female for 
sexual intercourse. C/. Satyriasis. 

Obsession. A constant, irresistible preoccupation with a single 
thought or complex of thoughts, observed commonly in neu¬ 
rotics. Cf. Compulsion. 

Oedipus complex. An abnormal, prolonged attachment of a 
male for his mother, frequently with incestuous overtones; so 
called after the central character in the classical (Sophocles) 
story of Oedipus’ love for his mother. 

Omnipotence. See Magic omnipotence. 

Ontogenetic. Arising during or pertaining to the life of the 
individual. Cf. Phylogenetic. 

Opium. The alkaloid juice of the poppy, analgesic in action;^ a 
powerful narcotic drug. 

Oppenheim’s reflex. Extension of the great toe when the mid¬ 
dle portion of the inner border of the tibia is stroked; it has 
the same significance as Babinskt’s sign. 

Oral STAGE. The earliest phase of the auioerotic stage of psycho- 
sexual development in which persons, situations, and surround¬ 
ings are perceived and interpreted exclusively in the light of 
their relation to the feeding process. 

Organic. Arising from the living organism; pertaining to an 
organ or organs. 

Orgasm. The climax of sexual excitation; it is accompanied in 
the male by a discharge of semen, and in both sexes by the 
swelling of erectile tissue and a sense of pleasure and relaxation. 
Orientation. The process of placing oneself in relation to time, 
place, and person; usually lacking or faulty in psychotics. 
Orthopsychiatry. A branch of psychiatry specializing in the 
understanding and treatment of mental and emotional disor¬ 
ders of younger persons, in whicli the stress is on prevention 
and mental hygiene. 

Oxycephaly. A congenital anomaly in which the skull has an 
unusually high vertical index; colloquially referred to as a 
"pinhead." 

Pain. In its special sense in psychiatry, pain refers to disagree¬ 
able, embarrassing, or guilty feelings, often unconsciously ex¬ 
perienced and therefore not recognized by the subject at the 
level of awareness; also called "psychic pain.” 

Paralysis acitans. See Parkinsonism. 
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Paramnesia. Confusion over the details of past experiences, 
often exhibited as the inability to separate reality from fantasy. 
See also Dejd vu phenomenon. 

Paranoia. A major ps)'chotic reaction characterized by suspi¬ 
ciousness and egocentridty woven into the pattern of a highly 
organized, often complex sj-stem of persecutory delusions; there 
is often a strong homosexual componenL 
PARA.NOID. Pertaining to. originating in, or similar to paranoia; 
applicable to any unorganized persecutory trend of ideas seen in 
senile psychosis, schizophrenia, or other mental disorders, 
where the specific structure of true paranoia is not present. 
pAR-WYMPATHETic NERVOL'S SYSTEM, The CTaniosacTal division of 
the autonomic nervous system; its prindpaj constituent is the 
vagus nen-e, which is involved in the nen-ous control of the 
viscera. 

Parathyroids. Four buttonlike ductless glands located in back 
of the th)Toid gland; h)pofunction of the paraih>Toi(ls leads 
to tetany. 

Paresis, ce.veral. A form of brain and spinal cord syphilis char¬ 
acterized by iridespread neurological Ganges and mental de¬ 
terioration; in its most advanced stage locomotion is impaired, 
speech becomes slurred, and there is loss of judgment, profound 
memory defect, and a decreasing regard for propriety; euphoria 
and delusions of grandeur are common. 

Paresthesia. Any false cr distorted sensation, usually of touch 
or of body surfaces. See also Phantom limb. 

Parki.>so.vism. A neurological disorder due to pathology iniob’- 
ing one part of the brain’s motor sy-stem; a form of encepha¬ 
litis; its common symptoms are muscular rigidity with irregular 
movements, festination, scanning speech, masUike faoal ex¬ 
pression, and drooling. 

Parosmia. Disturbance of the sense of smell. 

Pederasty. Sexual intercourse per anum, usually of an older 
man ssnih a boy; another, somewhat synonymous term, 
pederasts, implies sexual relations with immature girls. 

Pellagra. A deficiency disease caused by a lack of vitamin B,; in 
addition to the characteristic skin lesions and gastrointestinal 
disorders, mental symptoms such as confusion, memory impair¬ 
ment, and hallucinations are frequently encountered. 
pE-Nis ENVY. An early aspert of psjxhosexual de\-elopmeni in the 
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female, when kno^vledge that the male p>ossesses a penis may 
stimulate unconscious feelings of inferiority and a longing for 
a similar organ. 

Perception. The mental mechanism by which objects are recog¬ 
nized and their functions understood. 

Periphfral neuritis. Inflammation of nerves surrounding the 
brain and spinal cord. 

Perseveration. Pointless, undiecked, compulsive repetition of 
words or phrases; the pace of the verbalization is not necessarily 
as swift as in logorrhea. 

Personality. The total picture of behavioral characteristics by 
which one is recognized as an individual. Cf. Character. 

Petit mal. A mild form of epileptic seizure, in which conscious¬ 
ness is only briefly lost (from a few seconds to a minute); the 
sufferer may experience slight confusion or none at all; several 
such attacks may occur in one day. 

Phallic symbol. Any object resembling the penis, such as a 
tower, church spire, obelisk, pencil, post, etc.; it is often used 
as a symbol in a dream or in the thought processes of psy¬ 
chotic or psychoneurotic persons. 

Phallus. The penis. 

Phantom limb. A sensation of some amputees, in which the sub¬ 
ject ascribes feehngs to an amputated limb. 

Phenvlpyruvic olocophrenia. A form of mental retardation 
caused by the presence of phenylpyruvic acid in the body sys¬ 
tem, believed to be due to prenatal influences or birth trauma. 
Phobia. A morbid, abnormal fear, usually without adequate cause. 
Photophobia. Patholo^c fear of light; abnormal sensitivity to 
light. 

Phylogenetic. Originating or related to the successive stages in 
the evolution of the species. Cf. Ontogenetic. 

Physiolocic. Pertaining to the physical functions of the living 
organism and its component parts. 

PiA MATER. The innermost of the three membranes that enclose 
the brain and the spinal cord; it contains a network of blood 
vessels. See also Dura mater and Arachnoid. 

Pineal body. A glandlike organ situated in the brain; it pro¬ 
duces no internal secretion and its function is unknoMTi. 
Pituitary gland. A ductless gland situated in the brain, regarded 
as the ''regulator” of the endocrine system. 
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PxxASURE pREs-oPLz. The guiding moti>-ation in infancy, later 
modified to confonn to the restrictions of social living. 
Porencephaly. A congenitally deficient, cystic condition, diar- 
acterited by carities in the brain matter. 

Preconscious. The les-el of mental activity from which data, 
concepts, and experiences can be recalled readily; such material 
is seldom associated srith emotional conflict or the deeper 
drives; it is the level of ordinary', es'cryday memory associa¬ 
tion; also called foreconscioxts. 
pREFONTAL LQBOTo^rY. See Lobotomy. 

pRESBYOPHRE-NiA, A form of Senile psychosis in which, while 
there is general mental alertness, memory defects are encoun¬ 
tered for which the sufferer compensates by confabulations. 
Priapism. Pathologic, long-maintained penile erection without 
ejaculation. 

Projection. An unconsdous mental mechanism by which an 
inner perception, upon reaching the consdous level, is treated 
by the individual as if it applied to or emanated from an exter¬ 
nal source. 

Psa’CHE. The mental dymamics and thought content of the in¬ 
dividual: the mind. 

Ps\'<att\TRiST. A doctor of medidne who, after pursuing pre¬ 
scribed studies, has been certified as a specialist in the diagnosis 
and treatment of mental disorders. 

Psvan.\TRY. The sdence of the study, diagnosis, and treatment 
of mental disorden. 

Psychoanalysis. In its spedfic sense, a iherapeuuc technique, 
originated by Sigmund Freud and modified by Homey, Fromm, 
Reik, etc, in which pathologic reactions are imestigated by psy¬ 
chologic procedures such as free assodation and dream analy¬ 
sis; in its genera] sense, an approach to the understanding of 
the dynamics of personality oriented towards Freudian con¬ 
cepts. 

PSYCHOBiOLOCi'. An approach to mentsl illness, introdnexd by 
Adolph Meyer, in which he urged that diagnosis and treatment 
he based on the interaction of the patient's inherited structure, 
tendendes, and life experiences tvi& the stresses of his environ- 
menu Cf. Holistic approach. 

Psychomotor equis'alent. An epileptoid condiu'on charac¬ 
terized by momentary impairment of comdousness, with pur- 
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poseful movements and, in some instances, violent displays of 
emotion. 

PsycHONEUROSis. An emotional illness which reflects an uncon¬ 
scious attempt to resolve a maladaptation due to conflict be¬ 
tween the id and the ego; while in some of its forms it is in¬ 
capacitating, a psychoneurosis, unlike a psychosis, does not 
destroy the integrity of the personality, and contact with the 
environment is preserved. 

Psychopath. A former term used to describe a sociopath, i.e., 
person suffering from a character disorder. 

Psychopathology. The science dealing with the nonoi^anic 
aspects of mental disorder. 

PsYCHosExuAL. Pertaining to the mental aspects of sexuality. 
Psychosexunl development: the mental and emotional develop¬ 
ment of the individual from birth to maturity, culminating in 
satisfactory heterosexual adjustment. 

Psychosis. A major mental disorder principally characterired by 
deviant, often bizarre, behavior and withdrawal from the nor* 
mal stream of life; some of the symptoms commonly present are 
regression, hallucinations, delusions, disorientation, and ver* 
balization of aberrant ideas. 

Psychosomatic. Descriptive of bodily symptoms which are ex* 
pressions of inner emotional conflicts. 

PsYCHOSURCERY. Any of several brain operations undertaken to 
relieve or check a severe mental disorder. See also Lobectomy, 
Lobotomy, and Topectomy. 

Psychotherapy. The treatment of mental and emotional dis¬ 
orders by nonphysical methods. 

Pyknic. A type of physical constitution characterized by large 
body cavities, rotundity, short neck, and heavy shoulders: gen¬ 
erally typical of penons who are given to wide mood swings. 
Pyknolepsy. A variety of a petit mal attack, in which the Joss of 
consciousness is so brief in duration as to be scarcely noticed 
by other persons present. 

Pyromania. a morbid, irresistible drive to commit arson lor 
erotic satisfaction. 

Rationalization. A mental mechanism by which the subject 
provides a socially acceptable explanation for a thought, feel¬ 
ing, or action which, if permitted outward expression, would 
induce in him a sense of shame or embanrassment. 
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ItAiAvoLFiA SERPENTINA. An herb used as a tranquilizer and 
sedative. 

R e a li ty principle. The acquired motiv'ation for socialized be* 
havior resulting from the need to modifj' the wholly egocentric 
drives of infancy. C/. Pleasure principle. 

Re-education. Specifically, that phase of the psychoanalytic tech¬ 
nique that follos« the uncovering of unconscious motivatJon, 
in which the patient, possessing insight into the background of 
his personality disturbance, is presented srith a prc^ram for 
handling conflictual situations as they may arise in the fu¬ 
ture. 

Regression. Re\’ersal of psychosexual development; a form of 
schizophrenic reaction, tWth the sufferer resuming the postures 
and behavior of infancy. 

RE3TtEssio.v. An unconsaous mental mechanism ^hereby dis¬ 
tasteful thoughts and dnVes axe excluded from the consdous 
level and thus the true nature of a painful emotion is not 
recognized. 

Reserfine. a tranquilizing agent. 

Retrograde A>fNTSiA. Sec under Amnesia. 

Rorschach test, A diagnostic device in which ilie patient's re* 
actions and verbal respouses to prescribed ink-blot forms are 
used to uncover and interpret emou'onal and ideational trends 
significant in certain mental disorders. 

Sadism. A drive to obtain satisfaction, usually of a sexual nature, 
by inflicting pain on other penons, or on animals. 

Saint Vrrus' dance. See under Chorea. 

SAppmsT. See Lesbian. 

Satyriasis. Excessive sexual desire and activity in a male. Cf. 
Nymphomania. 

Scanning speech. Deliberate, staccato speech, with discernible 
pauses between syllables, produred with apparent difficulty; 
encountered m Parfcinsonisni. 

Schilder’s disease. See under Encephalitis. 

Schizoid. Like or pertaining to schizophrenia. 

ScHizoPHRE-NiA. A major psychosis, cliaracterized by introversion, 
regression, childishness, asocial ^possibly antlsoaal) behavior, 
halludnations, delusions, depersonalization, and aberrant ideas. 
ScHNAUZKRAMPF. Uncontrolled pouting, a symptom occasionally 
obsen’ed in schizophrenia. 
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ScoPOPHOBiA. Pathologic fear o£ being seen; a scopophobiac will 
insist that window shades be drawn, or may keep his eyes 
tightly closed; it is a common sign in scltlzophrenia. 

Sensorium. The combined perceptive capabilities of an in¬ 
dividual, including the special sense org:an$ and their centers in 
the brain. 

Sensory aphasia. See under Aphasia. 

SocioPATHY. A personality disorder primarily expressed through 
inability or unwillingness to conform to prevailing mores and 
dictates. 

Soma. The body. 

Spasm. A sudden involuntary muscular contraction. 

Spastic. Pertaining to a rigid condition of a muscle or group 
of muscles; relating to or the result of a spasm. 

Spina BirioA. Congenital failure of the spinal column to close, 
thereby rendering it susceptible to herniation. 

Stanpord scale. See Teraian revision. 

Status epilepticus. An advanced degree of grand mal, in which 
convulsion follows convulsion with little or no intermission. 
Stereocnostic perception. Identification of familiar objects 
solely through the sense of touch. 

Stereotypy, Repetitive thinking, speaking, or acting in an un¬ 
varied pattern; a common symptom of sdiizophrenia. 
Strephosymboua. An emotional state in which, although vision 
is intact, the subject fails to learn by ordinary teaching 
methods; it often takes the form of reversal of letter and word 
order. 

Stupor. A mental state characteriied by a decrease in, or absence 
of, responsiveness, giving the impression that the subject "re¬ 
fuses" to react to sensory stimulation; commonly seen in cata¬ 
tonia, hysteria, and narcolepsy. 

SuBUMATioN. An unconscious mental mechanism whereby con- 
sdously unacceptable instinctual demands are channeled into 
acceptable forms for gratification, e.g., aggressiveness converted 
into athletic activity, the mother instinct into teaching, etc. 
Substitution. An unconscious mental mechanism by whicli an 
unattainable or unacceptable object, goal, or feeling is replaced 
by one Uiat is socially acceptable. 

Subthalamus. That part of the brain believed to be concerned 
with emotional control. 
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SuccESTibiuTY. The tendency to respond almost automatically; 
the suggestion may be verbal, or it may arise from some situa¬ 
tion, event, or ph)sical feature of the ens'ironment. 

Superego. Freud's term for that part of the penonality devel¬ 
oped early in life, primarily from parental i^uence, which is 
roughly synonymous with consdente. 

SuppREssjo.v. Conscious muSing of painful feeling or Ideas. Cf. 
Repression. 

Suprarenal glands. The ductless glands situated on the poles 
of the kidneys, which secrete epinephrine, a stimulant of the 
central nermus sjstezn; also called the adrenals. 

Surrogate. A substitute, e.g., an employer, teacher, or nune who 
takes the role of a parenL 
Svtienham’s chorea. See under Chorea. 

SvsfBOLisvr. An unconscious mechanism employed in dreaming 
by which the subjea disguises persons, objects, and situations 
that have painful emotional associations for him. 

Sympathetic nervous system. The division of the autonomic 
nervous 5)’stetn tvhich is responsible for inner\‘adng the smooth 
muscles and the ductless glands; it is concerned with such in¬ 
voluntary actions as dilation of blood vessels and release of 
glandular secretions. 

SYSfPAiHETO.MA. Predominance of the s)Tapatheu> orcr the 
parasympathetic nervous system, resulting in such phiTical 
symptoms as flushing, dilation of the pupils, increased heart 
action, etc 

SyMPATHOMivirnc, Acting in the manner of the sympaiheuc 
nervous system; said of the effects of various drugs. 

Syncope. TTie fainting or swooning state; a disturbance of con¬ 
sciousness resulting from an interruption in the supply of blood 
to the cerebrum. 

Tabes dorsalis. A symptom of general paresis, wnlh the patient 
exhibiting unsteadiness of gait, attacia of excruciating pain, 
pupillary changer, and lass of entaiff nsSexcf. 

Tay-Sachs disease. See AmauroUc family idioc>'. 

Tension. In the ps)’chiatric sense, emotional "tightness”; edgi¬ 
ness accompanied by anxiety. 

Terman REvisio.N. The American version of the Binet-Simon 
intelligence test as evolved by Dr. Lewds M. Terman of Stan¬ 
ford University; also called the Stanford revision. 
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Tetany. A manifestation of parathyroid insufficiency, charac¬ 
terized by spasms of the hands and feet. 

Threshold of consctousness. The point at which a stimulus is 
perceived; this threshold is lowered in stuporous states. 
Thyrou). a ductless gland situated in the neck, whose secretion 
(thyroxin) is intimately associated with the body's metabolic 
activity. 

Topectomy. Suipcal removal of a portion of the cerebral cor¬ 
tex in order to modify the behavior and bizarre mental proc¬ 
esses of the psychotic. 

Tranquilizer. Any natural or synthetic chemical agent that 
quiets a disturbed mental patient and relieves his anxiety and 
depression; also called ataractic. 

Transference. An unconscious shift of libidinal attachment; a 
stage in the psychoanalytic technique wherein the patient trans¬ 
fers his antagonism from the disturbing "characters” in his un¬ 
derlying emotional conflict to the psychiatrist. Cf. Counter- 
transference and Abreaction. 

Transvestism. A sexual perversion in which the subject has the 
impulse to dress in the manner of the opposite sex. 

Trauma. In the psychiatric sense, emotional shock causing psy¬ 
chic pain. 

Truth serum. A popular term for sodium amytal or pentothal 
sodium, barbiturates used in narcosynthesis and narcoanalysis. 
Tuberous sclerosis. A disorder of unkno^vn etiology charac¬ 
terized by the appearance of small nodules under the skin and 
accompanied by convulsive seizures and mental retardation. 
Unconscious. That portion of the mind, or psyche, that is rarely 
subject to awareness and is the repository for repressed data 
and instinctual drives. Personal unconscious: according to 
Jung, the complex of repressed ontogenetic experiences, in con¬ 
trast to the collective unconscious, that part which embraces 
the phylogenetic (radal) heritage. 

Vagotonia. Predominance of the vagus nerve and/or the para¬ 
sympathetic nervous system. Cf. Syrapathetonia. 

Vegetative nervous system. See Autonomic nervous system. 
Ventilation. The expression of formerly repressed material by 
the patient as he relates his emotional difficulties. 

Verbigeration. Repetitive, incoherent, usually uncontrolled 
loquacity. 
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Viscera. The internal (principally, the abdominal) organs. 

Volition. Conscious initiation o£ action; a synonym for '‘will.’* 

Voluntary muscle. A muscle that is contractible at will. 

Voyeurism. A form of sexual perversion in which erotic satis¬ 
faction is gained by viewing a sexual symbol or sexual activity; 
a voyeur is commonly knotvn as a Peeping Tom. 

Weciisler-Bellevue Scale. Commonly used intelligence tests, 
differing only slightly from the Terman revision of the Binet- 
Simon test; Wechsler takes into account ilie percentage distri¬ 
bution of each of the intelligence levels. 

Word blindness (deafness). Inability to undentand the i\Tit- 
ten or spoken word although the visual and auditory- senses are 
intact; it is due to an organic lesion in the brain. C/. Alexia. 

^VoRD SALAD. A fotTO of Speech common in schizophrenics, svitli 
words and phrases that have no apparent significance or logical 
coherence for the hearers. 

Xenophobia. Uneasiness or fear in the presence of strangers or 
in strange surroundings. 
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16, 26, 4i 

Abnormality in later years, 165 
Abreaction, 191 
Abulia, 191 

Aeddent'pronenesa, SI 
Acetylcholine, 191 
effect on synaptic action, 20 
Activity, disorders of, 69 
Addiction, 105-22; see also Alcohol* 
ism 

flight into, 110 

and gastrointestinal orientation, 105 
personality factors in, 106 
treatment of, 112 
Addison's disease, 23 
Adler, Alfred, 85-86 
Adolescent, narcotism's appeal to, 
118 

Adrenalin, effects of, 20, 21. 22 
Affect, 6,8.45.47.191 
disturbances of, 68 
Affection, lack of, 147 
Aged, problems of, 162-72; see abo 
Later years 

percentage in population, 1(S 
Aggressive type, 99 
Aging, process of, 155,162.165,164 
Agitated depression, 191 
Agnosia, 191 
Agoraphobia, 49,191 
Agraphia. 191 
Akinetic epilepsy, 140 
Alcohol, depressant effect of, 108 
paradoxes of, 108 
sexual drives released by, lOi 


Alcoholic, attitude toward treatment, 
119 

chronic, 111 

Atci^oUcs Anonymous, 113 
Alcoholism, 49, 107-14 
antabuse in treatment of. US. 192 
cirrhosis of liver and, 109 
deflnitlons, 109 
economic factors, 120 
homosexuality spuned by, 101 
keystone of treatment program, 
114 

medical treatment, 115 
mental disorder, classifleation as, 
110 

narcotism and, 116-20 
nephritis and, 109 
paranoid states in. Ill 
personality disorder, 110 
psychotherapy in, 113 
religious attitudes toward, 113 
symptom rather than disease, 109 
treatment, 112-14 
varieties of, 110-12 
Alexander. Franz. 87 
Alexia, ISO 

Alkaloids, habit-forming, 116-18 
Allen. Frederick JI., 149 
Amaurotic family idiocy, 126, 192 
Ambivalency, 8, 69, 192 
Ambisexual type. 102 
American Psychiatric Association, 16, 
110, ISO 

Amines, sympathomimetic effect of, 
20 

Amnesia, 48,192 
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Amphetamine, 20.120,192 
Anal erotiasm, 192 
Anai stage. 2 .4 
Analgesia, 192 
Analpand, 81, 192 

Anal)sis. distributhe, 90; see also 
Psjchoanalpii 
Analyst, 192 

Analytical psychology, 85 
Anencephalia, 123 
Anger, working off, 31 
Anorexia nerrosa. 192 
Anosmia, 192 
Antabuse, 115, 192 
Anterograde amnesia; see Amnesia 
AniibiotiQ, 96 
Antihistamines, 76 
.Antisoaal reaction. 103 
Antithetic trails. 192 
Anxiety. 46.47.48, 192 
"basic," 87 

childhood reaction to. 144 
eseryday. 26*34.40 
fear confused with, 47 
free floating, 48 
need for. 27 

Anxiety neurosis, phobias in, 49 
AnxictT reaction. 46,47,48 
Aphasia, 193 
Aphonia, 193 

Apperception, disorders of, 63 
Apraxia. 193 
Aproscxia. 193 
Arachnoid. 193 
Arcus senilis. 166 
Arsonist. 30 

Arlenes, hardening of. 23,163 
Arteriosclerosis, 23, 163, 166-67, 193 
ArthntiS, 40 
Asocial, 193 

Asocial behavior. 97-164 
Asocial nature of schiznpbrenia, 61 
Astercognosis, 195 
,\sthen!C habitus, 21.193 
Asthma, 76 

Ataractics. 20. 77. 96. 193; see also 
Tranquilizers 
Ataxia, 193 


Attention, disorden of, 68 
Aura, 194 

Autistic chUd. 123.152 
Autistic thinking, 59 
Aucoerotisni. 194 
Automatism. 194 

Autonomic nenous fysicm, 20, 194 

Babinski's sign, 194 
Baruch, Bernard, 172 
Bathophobia, 49 
Batophobia, 194 
Bed-wetting, 144.148 
Behavior, neurotic, 44 
norroal and abnormal. 41 
Behavior disorders of childhood, 147 
Benda. Clement F.. 132 
Bender, Lauretta, 148 
Benzedrine. 161 
hamful effects of. 120 
Bemheim, H, 90 
Bestiality, 103,191 

Binei Simon intelligence sale. 123. 

m 

Biognphic concept of disease, M 
Biting period. 3 

Bleuter. Eugen, concept of anxiety, 
48 

and term "schizophrenia,*' 61 
Body, as medium of expression, 37 
Bookworms. 61 
Bowel control, early. 4,5 
Itrain duorders, 17. 23. 40. 14' 
emotional centers in. 55.57 
Brill. A. A, 43 

Driibh Plan for treating drug addic¬ 
tion. 122 
Drodie, Steve. 99 
Bufocenin, 20. 194 
Buggery. 103.194 

Caesar, Julius. 143 
Camp therapy, 149 
Camphor, use in sixteenth century. 
75 

Cancer. 40 

Cannon. U'alcer B^ 36 
Carbon dioxide therapy, 75 
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Castration complex, 48,195 
Catalepsy, 69,195 
Catalytic, 195 
Cataplexy, 141,195 
Catatonia, 62,195 
'‘Catharsis” in schizophrenia, 82 
Catharsis, discharge, 90 
Cathexis, 6,195 

Causes of mental illness, underlying, 
18 

Cell, core o( aging process, 164 
Cckua, 75,91 
Cerea flexihilitas, 62 
Cerebral arteriosclerosis, 25,163, 166- 
67 

Cerebral palsy, sedac for, 136 
Cerebrum, 193 
Character. 11-12,195 
Character disorders, 147,195 
Cbeinistry, role in mental illness. 
19-23 

Cbemotherapy. 76 
Chicago School, 87 
Child, autistic. 125.152 
Child, sex instruction for, 181 
Child-parent relationship, 145 
Child therapiit relationship, 149 
Childhood, mental disorders ia, 144- 
50 

Chloeproenazme, 20, ??, 195 
Cholesterol, 163,195 
Chorea, 193 

Chorionic gonadotrophic homione, 
J36 

Chorionic testosterone, 136, 155, 195 
Chronic brain disorders, )7 
Cirrhosis of liser, 195-96 
in alcoholism, 109,195-96 
Classihcation of mental deBciency, 
psychometric, I3l 
Claustrophobia, 49,196 
Chmacteiic, 151,196 
psychosis in. depressWe state. 155 
Clonus, 196 
Cocaine. 116-17, 196 
effects of, 22 
"cocaine bug,” 117 
"cocaine jag.” 117 


Collective unconscious, 85 
"Combat fatigue,” 46 
Compensation, 196 
Competition, 33 
Complex, 196 
Oedipus, 1, 84 
inferiority, 85-86 
Compromise, 19S 
Compulsion, 196 

Compulsive, obsessive-, reaction, 50 
Compulsive personality, 99 
Condensation, 196 
in dreams, 63,196 
Conditioned fears, 147 
Conduct disorders in children, 147 
Confabulation, 196 
Confiict, 196 

Consaence, 196; see also Superego 
Conscious. 197 

Consciousness, disorders of, 67 
Constipation, 21 
Constitufion, 197 
Constitutional background, 13 
Constitutional psychopathic fnferiop* 
ity. 97 

COnvcision, 9, J97 
Conversion hysteria, 9,52 
Co-operatloR, 33 
Coprophiha, 197 
Cortex, 197 
Counseling, lay, 54,92 
Coantettnnsletmce, 55 ,197 
Craniosacral, 197 

Creativity, psychotherapy to arouse, 
81 

Cretinism, 126,197 
Criminal, 161 
Cunnilingus, 103 
Cyclopia, 125 
Cyclothymia, 63,197 

Day care centers, 135 
Death, unconscious fear of, 24 
Death wish, 51 
Defeatism in addiction, 106 
Defense mechanisms, 6-10 
Deficiency, mental. 125-57; see also 
Mental retardation 
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DegcneiatJTe diva sea in tenility, 166 
Diji s-u pbenorneson. 197 
Delinquency, jmenile, 104 
Delirium. 49, 67. 197-93 
Delirium traaem. 49, 111, 112 
Delusion, 59,66,193 
aystematued, in pannma. 64 
Dementia, 193 

Dementia pnecox: ste Schuophreuia 
Depersonaliaation, 69.198 
Depression, neurotic, 52 
in psyebosis, 63 
reactive, 52 

Depressive type, comparison with 
manic type, 63 
Dc Quincey, in 
DesensituatiMt therapy, 91,193 
Deterioration, epileptic, I4I 
Diethelm, OsLar, 90 
Diarrhea. 21 
Dilantia sodium, 142 
Dipsomania, 193 

Discharge eathants, 90; tee aUo 
VencUation 
Discipline, laolty, 145 
Disotientation, 193 
Displacement. 8,193 
in dreams, 83 
Dissociation, 198 
Dissociative reaction, 43 
Distortion, 193 

Distributise analysis, 90.193-99 
Divorcee, 156 

Doctor's relationship to patient. 39. 
40-42, 54 

Down, J Langdon, 125 
Drama therapy, 90 
Dream, analysb of, S3 
latent content. 83.206 
manifest content, 83,207 
Dream state, 67 
Dnnher, noncompolsive, 103 
Dromomama, 199 
Drug addinion; tre Narcotism 
Drug addicts, number of, 114 
Drugs, habit-forming. 116-18 
Dx’s; see Delirium tremens 
Dubeds, P. H, 90 


Ductless glands, 20,48,74.199 
Dura mater. 199 

Dynamics, symptomatics versus, 23 
Dysparetmia. 199 
Dy»ociaI reaction, 104 

“Eager bearer," 32 
Ebaugh, Franilin C, 53,83,84 
EchoUlia,62.199 

EXi.T4 see Electric (clectrocntmil- 
sive) sbocfc therapy 
EEC; see Electric shock therapy 
Ego. 5-6.12.65-86,199 
Ego ideal, 7.186,199 
Egocentric. 199 
Egoeentridty, excessive, 31 
Einstein. ^Iben. 184 
Elaboration in dream, 84 
Elation. 63 

Electric shock ihoapy, 25,75,199 
in epilepsy, 142 
limitations of. 72 
Electroencephalogram, 199 
Electroencephalography in epilepsy, 
138 

Ellis, Havelock. 1G2 
Embryotrophy, faulty. 124 
Emotion, 199 

in manic and depresdse types. 63 
rejection of painfu],41 
repressed, I 

Emotional changes, in later years, 
165 

in psychosomatic conditions, 37 
Emouonal amtral, lots in senility, 
I6C 

Emotional upset as sign of abnormal 
aiuiety. 166 

Erootionaliy unstable personaLty, 99 
Emotions, duoiess glands and. 20 
bormona and, 76 
pain and, 39-41 
Empathy, 199-200 
Encepb^Uf. 200 
Encephalitis lethaTgiC3,23 
Encephalitis periaxilis diSne, 127 
Enecphalomalada, 125.200 
Endocrine changes in later yean, 163 
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Endocrine disorden, 74, 125, i2fi. ISO 
Endocrine glands; see Ductless glands 
Endocrinology, 35 
Endogenous, 200 

Endogenous factors in cause of mental 
illness. 19 

English, O. Spurgeon, 37 
Enteramine, 20 
Enuresis. 144,148,200 
Environmental facton in childhood 
aattai disoidszs, i4& 
Environmental therapy, 149 
Epilepsy. 13&-43,200 
associated conditions, 140 
omplicated by mental disorder, 

142 

dream state in, 67 
eUoI(^ of, 138 
hysiencal, 141 
idiopathic, 139 
myoclonic, 140 
treatment of, 142 
type* of, 139-42 

Epileptic, in Industry and commerce, 

143 

outlook for, 96,143 
Epileptic deterioration, 141 
Epileptic furor, 140 
Epileptic penonality, 141 
Epileptold, 200 
Epinephrine, 200 
effect on synaptic action, 20 
Erogenous. 200 
Erythtophobia, 200 
Erythroxylon coca, 116 
Eii.T.; see Electric shock therapy 
Escape, reasonable use of, 80 
Estrogen, 163 
Etiology, 200 
Euphona, 68. 200-201 
in acute opiumism, 117 
Exaltation, ^ 

Exanthemata, mental retardation due 
to. 124 

Exhibitionism, 201 

Existential approach to psycbother* 
apy. 87 

Exogenous, 201 
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Exogenous factors in cause of mental 
illness, 19 
Exophthalmos, 201 
Experience, early, 1,2 
Exposure, 103 
Extraversion, 201 
Extrovert personality, 85 

Family, variations within, 13 
Family physician, 34, 39, 40-42, 54, 
?5 

Fantasy. 201 
Fatigue, 51-52 
Fautc dc mieux. 103 
Fear, 39. 47.49; see also Phobia 
Fears, conditioned, 147 
neurotic, 49, 147 
of people and situations. 29 
FceblC'mindedness. 123-57; see also 
Menul reurdatiors 
Fellatio, 103.201 
Femald. Walter E., 133 
Fetishism. 103 
Fixation, 201 
FlagelUtion. 103, 201 
Flexibilius ceiea, 201 
Flight, into addiction, 110 
of ideas, 201 

into unreality (psychosis), 58-71 
Folie de doute, 201 
Food, moiber identi&ed with, 2 
Formative years, 144-50 
Free association, in treatment of psy* 
choneuroses. 53. 83, 201-202 
FreC'floaiing anxiety. 48. 202 
French, Thomas, 87 
Freud. 1, 5. 6, 7, 24. 81-84. 86. 116, 
187 

on anxiety. 43.47 
on child as "little savage," 59 
on conversion hysteria, 52 
on dreams, 83 
on homosexuality, 101 
on lay therapy, 92 
on obsessise-compulsire rcaaioo, 
50 

Freudian psychoanalysis, 81-84 
Fromm, Erich, 87 
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Fnmration, 202 
childhood Tcanion to. 144 
Fugue. 49.67.140.201 
Fuactional. 202 

“Functional” nature of prychona. 61 
Furor. qillepUc, 140 

Carden. Peter. 169 
Gastrointestinal disorders, 21 
Castrointescinal orientation in addic¬ 
tion, 103 

Gastrointestinal system, association 
Kith mother. 2 

emotional expression through. 37 
emphasis in anal stage, 4 
“Gay bars," 101 

General practitioner, role in otat- 
ment of mental illness, 34. 39, 
40-42. 54. 73 
Genius, 61 
CenatTia, 202 
indiiidualizadon in, 164 
origin of term. 162 
Gerontology, 202 

Glands, ductless, 20, 21, 23, 49. 74 
Glutamic Add, 202 
Goiter, 76 

Colin. Milton, 103, 109 
Gonad, 202 

Grand mal epilepsy. 139 
treatment of. 142 
Grandeur, delusions of. 66 
Graphorrhea, 202 
Greenberg, Sidney, 158 
Gnef. 52 

"Grim humor," 112, M2 
Gnmaang, 148; see also Scfanaur- 
kramp, 62 
Group therapy. 88 
Guidance therapr, 90 
Guilt, sense of. 52, SO 

Habit spasms, 143 
Habit forming drugs, 116-18 
Halliday's studies, 51 
Halludnatjons, 59,66,202 
in delinnm tremens, 112 
in Konakoff's reaction, 112 


in pathological Intoxication. 110 
Halludnogens. 20,77 
Halludnosis. 202 
acute. 112,202-203 
Harscy, James. 183 
Headache, “ncrrous." 39 
physiologic and psychologic facion 
in, 24-25 
in senility, 166 
“strategic," 50 

Heart disease, psychosomatic aspects 
of. 38.40 

Hebephrenic scfairophrenia, 63,203 
Hemiplegia, 203 
congenital, 125 

Hercdodegeneratise diseases. 127 
Heroin. 116.117. 118, 203 
marijuana as inuoduciion to. 115 
Hcroinism. 118 
HetcroeToiism, 203 
Hetemsecual, 203 
Hewitt. Elonald W..II4 
Hinsie, Leland £.. on psychoihenpf. 
78 

on ireatiDent of psychoses. 70 
Hippocnte, 52, 90. 139 
Histamines. 76 

History uking in treatment of psy¬ 
choneuroses, 53-56 
Hobbies, 89 

Holistic approach. 22, 35. 203 
in treatment of psychoses. 70 
llomatropine, 203 
effects of, 22 
Homoseraa), 100, 203 
Homosexuality, 8, 63. 100-102 
in alcoholic paranoid states. Ill 
normonal therapy. 76. 136 
in insoluiional melancholia, 155 
Hormone, 205 

Homey, Karen, concept of neurosis. 44 
and oeo-culturalistn. 87 
Ho^iialization, 60, 70. 77-78. 94 
Hotchkiss, IVilham, 170 
Howe, Res. Rescl H.. 183 
Hugo, ViOOT, 152 

Huntington's chorea; see under 
Chorea 
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Hurd, 75 

Hydrocephalus, 125,203 
Hypalgcsia, 203 
Hyperglycemia, 203 
Hyperinsulinism, 203-204 
Hyperkinesthesia, 204 
Hyperprosexia, 204 
Hjpnosis, 89. 204 
Hypochondriacal reaction, 50-51 
Hypochondriasis, 204 
Hypomania, 204 
Hysteria, 204 
coavenion, 9,52 
origin of term, 52 
Hysterical epilepsy. 141 

Id, 5. 204 

Ideas of influence and of reference, 
67 

Identification, 6-7. 204 
Idiocy, 201-205 
amaurotic family, 126,192 
Idiopathic, 205 
Idiot, 180 

Idiot savant, 127,205 
Illness, mental, nature of, 15-17 
roots of, 18-25 
unconsdoiu wish and, 52 
Illusion, 66,205 
Imbedlc, 131,205 
Immobility, 62. 69 
Inadequacy, feelings of, SO, 52 
Incest motives, 85 
Individuality, 10-13 
Individualization, in geriatric medi* 
dne, 161 

Infancy, influence of experiences in, 
4-7 

psychosis and, resemblance, 59 
Infantile regression, 7, 9. 45. 46, 58 
Infection, in mental retardation, 127 
Inferiority, psychopathic, constitu¬ 
tional. 97 

Inferiority complex, 85-86 

Influence, ideas of, 67 

Inhibitory factors, psychotherapy 

and. 80 

Inkblot test, 49 


Insist, criterion in treatment of psy¬ 
choneuroses. 57 
Instinct, defined, 128 
ideational expression of, 47 
Institutionalization, advances in, 94 
for mental retardation, 131-32, 
134-35 

for psychosis, 60, 70 
Insulin shock therapy, 75 
Intelligence, defined, 128 
and mental retardation, 124 
quotient, 124, 127, 205 
tests of, 128 

Interpersonal relationships, factor iti 
therapy, 90 

Interview, authoritative, in treatment 
of psychoneurosis. 56 
Introyection, 7, 205 
Introversion, 205 
Introvert personality, 8,85 
Intoxication,chronic, 111 
pathological, 1)0 
Involution, )51 

Involutional psychosis, 75,205-206 
Iodine, radioactive, 76 
1. Q.. 124, 127. 131, 153, 206 

Jacksonian epilepsy, 138 
James. 3Vi1]iam, 59 
Jenkins, Henry, 169 
Jones, Ernest, 87 
on cocainism, 116 
Jores. Arthur. 54 
Jung, Carl, 83.101,185 

theory of psychoanalysis, 85 
Juvenile delinquency, 104 

Kainophobia, 206 
KalinoHski, Lothar, 76 
Keller. Mark, 108 
Ketogwiic diet in epilepsy, 142 
Kinsey. Alfred, 102 
Kleptomaniac, 50 
KonakofTs reaction, 112, 206 
Kiaepelin, Emil, 61 
Kraflt-Ebing, 102 

Language, 45 
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Latent content, 106 
Later years, 162-72 
mental disorders of. 165 
normality and abnormality in. 165 
rationale of therapy in, 162 
sodoeconomic factors, 170 
Lay counseling, 92 
Lennox. W. G., 139 
Lesbian, 100, 206 
Libido. 5. 45, 206 
Bxstion in a^klhn. IQ? 
shift of, in psychotherapy, 81 
Lfebman, Rabbi Joshua Loth. 189 
User, cirrhosis of, 109, 195-96 
Lobectomy, 206 
Lobotomy, 206 
Logorrhea, 206 
London Khool, 87 
Longesity, 168 
Lorenz, Konrad, 160 
Love, contemporary attitudes toward, 
177-60 

historical review of, Xli-n 
need for. 173-62 

psychiatric considerations of, 178- 
80 

LSD, 20 
Lubnum, M2 

Lysergic add diethylamide, 20 

hlA; see Mental age 
“Magic omnipotence” in psychosis, 59, 
206 

Maladjustment, sodal, in psychosu, 
59 

Malnutrition as cause of mental de- 
firiency. 136 

Manic depressive psychosis. 63, 75, 
206 

Manic type, comparison mih dejms* 
sive type, 63 
Afanifest coateat, 207 
Manipulative therapy, 149 
Mannerisms. 69 
Marijuana, 115 

spark plug for drug addiction, 

115 

use and effects of. 115 


Afaiti'Ibihez, F^Ux. on history tak* 
ing, 54 
on love, 178 
on psychotherapy, 79 
Maslow, A. fl„ 180 
Alasochism, 10, 103 
Masserman, Jules, on anzietf. 48 
Melancholia, 207 
in the middle years, 154 
in neurotic depression, 52 
Afemory. ffisonfen of, 69 ,70 
of early experiences, I 
Afemory defect, (n Kotsakofr& reac* 
don, 112 

in senile psychoses, 166 
Afenningcr, lUrl, view on psycho¬ 
therapy, 80 

Menopause, 10. 151. 207 
Xfenul defectivta, sterilization oL 135 
Menul defidency, 17, 207; see alto 
Mental letaidaiion 
congenital, 125 

psychometric dassificatlon of, 131 
Mental Uloess, 14. 16 
oiegories of, 16-17 
causes of. physicochemical. 19,23 
chembtry’s role in. 19-23 
in childhood. 144^0 
endogenous and exogenous factoR 
in, 19 

in later yean, 165 
predpiiating facton, 18. 19 
treatment of, 72-96 
Mental retardation, 123-37,207 
day care centers. 135 
endocrinopaihifs and, ISO 
idcntihcaiion of. 129 
idiopathic, 127 

insdtutionalization for, 131-32, 154 
JwJj of. 130 
metabolic disorden in, 126 
prevalmce. 124 

psychometric clasdiication of. ISI 
scope of meaning, 123 
symptoms of. 129 
treatment of, 135-37 
Mesantoin, 142 
Mescaluie. 20.207 
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Metabolic disorden in mental retard¬ 
ation, 126 
Metabolism, 207 
Metmol shock therapy, 75 
Meyer, Adolf, H9 
socialization in therapy, 90 
Microcephaly, 125.208 
Afiddle years, ISI-dl 
physiology of. 152 
psychopathology in, 154 
treatment of mental disorders in, 
155 

Military medicine, psychosomatic 
problems in, 38 

Mistakes, unconscious background of, 
43 

Mistrust, 29 
Mimer, ^Vilson, 98 
Mnemonic defects, 69 
Mongolism, 125,208 
Mongoloid, 126. 132,208 
Mood, 6,8.45,47.68 
3fareno, J. SO 
Moron, 131,208 
Morphine. 117.208 
Motphlnbm, acute, 117 
Aronie, 118 

hfother, food identified with, 2 
Motor aphana; $ee under Aphasia 
Movement, in manic and depressive 
types, 63 
Music therapy. 91 
Mutism, 6,62,69.203 
Myoclonic epilepsy, 140 
ifydonus, 208 

Narcissism, 203 
in paranoia, 64 

Narcissistic fixation In addiction, 107 
Narccanalysis, 208 
Narcolepsy, 141,208 
Narcosyntheas, 208 
Narcotics, appeal to youth, 118 
Narcotian, 114-22 
and alcoholism, comparison. 

20 

"British Plan" in treatment of, 122 
economic faaon in. 120 


ethnologic aspects of, 115 
treatment of, 120-22 
withdrawal method, 121 
Nazism, 85 
Necrophobia, 49 
Negativism, 62 
NeooiUuralism, 87 
Nepbtitis, alcohol as cause, 109 
Nervous headache, 24-25, 39, 50, 
166 

Nenous system, autonomic, 20 
bomones and. 76 
parasympathetic, 22 
sympathetic. 21,22.48 
tmal picture of. 22 
Neurasthenia, 51 
Neuritis. 40 

Neurological disorders. 43 
Neurosis, psychosb and, compared, 
48.44.45.50 
as refuge, 105 
Neurotic depression, 52 
Neurotic disorden, 45-57 
social maladjustment in, 59*60 
Neurotic epilepsy, 141 
Neurotic reanion, bodily expression 
of. 37 

Noncompulsive drinker, 108 
Nonpathoiogie alcoholic, 108 
Nonpsycbologic approach in treat¬ 
ment, 74 

Normal, abnormal and, 10,11.15,16, 
26.44 

“Normal personality,” 15 
Noyes, Arthur P., 135 
Nyctophobia. 208 
Nymphomania. 209 

Obsession, 209 

Obsessive-compulsive reaction, 50 
Ooajpational therapy, 69 
Object attachment, 45 
Oe^'pus complex, 1 ,209 
factor in psychoanalysis, 84 
Old age. 162-72 
"Omnipotence, magic," 206 
fn psydiosis, 59 
Ontogenetic, 209 
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Opium, 209 

Opium derivaiire, 117 

OpiumtOT, 117,118 

Oppenheim's reflex, 209 

OralsaiisCaction, toillaj fnutration.S 

Oral lUge, 2,209 

Oi^oic, 209 

Organic approadi in treatment. 74 
Organic cau5es of childhood mental 
disorrfeia. I<S 
Orientation, 209 
disorders of, 68 
OrthopsTchiatjy, 209 
Oxycephaly, 125.209 

Pain, and emotions, 39-41 
psychic. 209 
psychosomatic, 41 

Paralysis agitata: tee Parfciosonism 
Paramnesia, 210 
Paranoia, &{, 210 
narasrism in. 64 
pannoid conditions, 65 
Paranoid, 210 

Pannotd racuon. In middle years. 
154 

and sadism, JO 
Paranoid scbizopbnmia. 63 
Paranoid states, alcoholic. 111 
PaTasympaihetlc nesrous system, 22. 
210 

Faraihrroids, 210 

Parent'Child leladocship, 143 

Paresis, general, 210 

Paresthesia, 210 

Pariinsomszn, 210 

Parochial schools, guidance in. 187 

Parosmia, 210 

Passiie-aggressire personality. 99 
Pasrise-dependent type. 99 
Patient-therapist relatiotahip, 77, 81 
Pearl. Raymond. 163 
Pederasty, 103.210 

“Peeping Tom,“ 103; see also Voyeur' 

Peirce, Charles S, 59 
Pellagra. 23, 74,210 
Penis envy, 210 


Perception, 211 
dis^ers of, 63 
Pereira, Javier, 170 
Perfectionist. 32 
Peifonaance tests, 1^ 

Peripheral neuritis, 211 
Persecution, delusions of, 67 
Perseveration. 167,211 
Personal oncDnsdous. 83 
Personality. 11-13.15,211 
disorders, compulsive. 1C. 17,26.43. 
97,93.99.110 

esiironmeniaj groupings of, 12 
epileptic, 141 
extrovert, 85 

iiudcquate, in alcnbolism and nar* 
coiiim, 118 
passiie-aggresive, 99 
psychopathic characteiisdcs of, 97 
tests. )5 
uiutabte, 99 

Personality factors In addiction, 106 
Persuasion, 90 
Perversions, seztal. ICG 
Petit toal epi]epsy,211 
Phallic symbol. 211 
Pballu^ 211 
Phantom limb, 211 
PbenylheTonnria. 136 
Phenylpruvic acid deficiency. 136 
Pboiylpravic ologopbxerua, 211 
"Phlogistic” 79 
Phobia, definition of. 49,211 
Pbobia, neurotic test of, 49 
Phobic reaction, 49 
Photophobia, SO. 113,211 
Pfaylogeneuc faaors in usennsdons. 
85 

Phylogenetic heritage. 22 
Pfaysica] disorrler as necodty, 42 
Physical eaamliution, in psychoneu- 
rais, 56 

Physical handicaps, 74 

Physician, family, 54, 39, 40-^2. 54, 

73 

Pfaysicochemieal causes of mental dts- 
ease, 25 

Phynodynamic psychotherapy, 79 
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Physiologic approach to mental ill¬ 
ness, 20 

Physiologic treatment, limitations of, 
24 

Physiology, inrolvement with the 
psyche, 20 

of the middle years, 152 
Pilocarpine, 21 
Pineal body, 211 
Pinel.79.9l, 96 
Pituitary gland, 211 
Plato, 175 

Pleasure principle, 212 
Pneumogastric nerve, 21 
Porencephaly, 125 
Poller, Clarence, 328 
Pragmatism, 59 

Precipitating factors in mental illness, 
18 

Preconsdous, 212 
Precoslty, 212 

Prefontal lobotomy; see Lobotomy 
Prenatal developmenut disorden, 
124 

Presbyophrenia, 212 
Priapism, 212 

Prognosis in mental lltness, 95 
Prohibition, 107 
Projection, 7,45.212 
Projecthe techniques, in therapy for 
children, 150 
Promazine, 77 
Psyche, 212 
Psydiiatrijt, 212 
role in treatment, 54,56, 73 
Psychiatry, religion and, present out¬ 
look. 188 
status of, 14 
Psychoanalysis, 212 
Adlerian, 85 
for children, 149 
Freudian, 81-8-1 
“indicators’* in. 82 
and ideational expression of in- 
stiRCis, 47 
Jungian, 85 
non-Freudian. 84-86 
Rankian. 85 


I^ychoanalytic treatment, Freudian. 
81-84 

Psychobiology, 212 
Psychodrama. 90 
Psychologic treatment, 74 
Psychologist, role of, 92 
Psychology, analytical, 85 
dynamics of, continued importance, 
24 

Psychomotor equivalent, 140, 212-15 
PsychoneuTOsis, 16, 45-57, 213; see 
also Neurosis 
basis of term, 43 
characteristics of, 44 
as compromise, 54 
descriptive labels for, 46 
diagnostic criieria for, 45 
free association in treatment of. 55. 
83 

history taking. 55 
psychosis and. compared, 45 
superego In, 46 
symptoms, signtjlcanee of, 65 
treatment of, 55-57 
varieties of, 46-55 
Psychopath, 215 

Psychopathic personality, "successful” 
type of, 93 

Psychopathology, 215 
Psychopbpical autonomic and vis¬ 
cera] disorders, 16,23 
Psychosexual, 215 

Psychosexual development, faulty, in 
addiction, 107 
Psychosis. 58-71,213 
in climacteric, 151 
diagnostic criteria for, 45 
"functional,” 61 
infancy and, resemblance, 59 
tostitutionalualJon for, 60 
"magic omnipotence in," 59 
manic-depressive, €3,75 
paranoid, 65-65 
psychoneurosli and, 45,58 
r^ression in, 38 
schizophrenic, 61-63 
soaal maladjustment in. 59 
somatic afflictions In, 60 
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Psychosis (Conitnucei) 
symptoms of, 65-71 
Creatmenc of, 70 
s'aiieties, G0-6S 

Psychosomatic illness. 16, 20, 23. 35- 
42, 52.212 
in children, 148 
emotional changes in, 37 
mechanism of. 36 
treatment. 40-42 
Psychosurgery, 213 
limitations of, 72 
Psychotherapy. 25, 74, 78-88, 213 
adjuncts to, 89 
in alcoholism, 113 
analytic phase, 80 
existential approach to, 87 
Freudian basis of, 81 
Hinsie's news on. 78 
Individual, 88 
Kail Mensinger on, 80 
Marti'lbij^et on, 79 
non-Freudian, 84-66 
In psychosomatic lUsess, 40 
right to practice, 92 
synthetic phase, 80 
ventilation in, 88 
Psychotic disoideis, 17, 45. 58-71 
soaal maladjustment in, 59-60 
Pupils, dilatation of, 22 
Pyknic habitus, 22,213 
Pyknolepsy, 140 
Pyromania. 213 
Pyromaniac, 50 

Racul unconscious, 83 
Radioacuse iodine in therapy. 76 
Rank, Otto, 85 
Rapport, 53 
Rascfaer, Ignaz 1_ 162 
Rationalization, 9,213 
Raudixin, 77 

Raowolfia serpentina, 77, 214 
ReacdoD. dyssocial, 1(H 
•Tleactive depresaon.” 52 
Reality. 45 

Reahty principle, 214 
Recall. 69 


Recreation therapy, 33. SI 
Re-education in therapy, 91 
Reference, ideas of, 67 
Regression, 7,9,45.46,58.214 
Rqection of painful emotion, 41 
Religion, psjcfiiatry and. 183-89 
psychological aspecu of. 185-67 
sdence and, 183 

Religious attitude toward alcoholism 
changed. 115 
Repressed emotion, I 
Repression, 214 

Reproduction as msnory process, 69 
Reseipjne. 20,77,214 
Reurdation, mental, 123-37 
Retention. 69 
Retiremen!. 170-7! 

Retrograde memory loss. 69; see also 
Amnesia 

Ritual, therapeutic value of, 167 
Ritualism, 50,69 
Rorschach test, 2)4 
foramnata.49 
Ross, Barney, 121 
Rutledge, Archibald. 98 

Sadism. ID. 103.214 
Saint Mtus’ dance, 23: see ehc Chorea 
Sakel. Manfred, 75 
Salpitrifre, 96 
Sapphist; see Lesbian 
Satis&ctiMi. lack of, 28 
Satyriasis, 214 
Scanning speech, 214 
Sctulder's disease. 127; see obo En¬ 
cephalitis 
Schizoid types, 62 

Schizophrenia, 7. 19. 61-63. 93, 214 
catharsis in, 62 
catatonic reactim, 62 
hd>epbrenic reaction, 63 
paranoid reaction, 63 
reaction types, 61-62 
simple reaction, 62 
Sdiizophreiuc, 3 
asocial nature of, 61 
blood studies, 19 
classic piaure, 46 
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physical prototype, 21 
“Sdiirophrenic-affective disorder," 62 
Schnauzkrampf, 62.214 
Schumann, Robert, 49 
Science, religion and, 183 
Sclerosis, tuberous. 126 
Scopophobia, 215 
Sedac, 136 

"Selective” fear in phobic reaction, 
49 

Sel(-flagellation, 31 
Senile mental disorders, 165 
symptoms of, 166 

Senile patients in mental hospitals, 
165 

Senility, 163, 166, 167; tee also Later 
years 

Sensorium, 215 

Sensory aphasia; see under Aphaua 
Serotonin, 20 
Serpasll. 77 
SenUraer, 117 

Sex, contemporary attitudes on. 177> 
78, 179,160 

Instniction for children, 48, 180^ 
sane slant on, 180*82 
Sexual behavior, "normar* and "ab¬ 
normal,” 102 
Sexual deviation, 102 
Sexual drives and alcohol, lOI 
Sexuality in middle yean, 153,155, 

15S 

"SheU shock,” 46 

"Shock” thenpies, 25, 72.75. 142 
Situational personality disorden, 26 
Sleepwalking, 144 
Smoking, addiction to. 106 
SnifQing. 148 

Social maladjustment, in psychosis, 59 

Socialization therapy, 81, M 

Sodopathologic behavior, 97-104 

Sodopathy, lOS, 215 

Sodomy, 103 

Solicitude, excessive, 146 

Soma, 215 

Somnambulinn (sleepwalking), 144 
Sophocles, 1 
Spasm, 148,215 


Speech, in manic and depressive 
types, 63 

Spina bifida, 130,215 
"Split personality," 61; jee also Schizo¬ 
phrenia 
Stage fright, 39 
Stammering, 144,148 
Stanford scale; see Terman revision 
"Sute School,” 132 
Status epilepticus, 140,215 
Stendahl. 17B, 179 
Stereognoitic perception, 215 
Stereotyped behavior, 62,69 
Stereotypy, 215 

StenlizatioD of mental defectives. 135 
Stev«tson, George S., 27,28.30 
Stifflulatiog therapies, 75 
Stomach and emotions. 39,40.4l 
Soccker, Edward A.. 53, 83, 64 
Strtpbosymbolia, 130.215 
Stress, altering of physiological func¬ 
tion during, 41 

response to, in later years, 164 
Stupor, 215 
cautonic, 62 
Stuttering, 148 
Sublimation, 8,84,215 
Substitution, 8.215 
Subtfaalaraus, 215 
Sucking period. 3 
Suggestibility, 216 
Suggestion, 90 
Suicide, 62 

Sullivan. Harry Stack. 87 
Sunday xhools, guidance in. 187 
Superego. 5,216 

role of, in psychoneurosis, 46,48 
weak, in addiction, 106 
Superman urge, 32 
Suppression, 216 
Suprarenal glands, 21,23,216 
Surrogate, 216 

Sydenham's chorea, 23; see also 
Chorea 

Symbolistn, 216 
Symbolization In dreams. 84 
Sympathetic nervous systas. 21. 22, 
48,216 
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Sympathetonia, 21,22.216 
Sympathomimetic, 216 
Sympathomimetic response in aente 
coainism. 116 

Symptomatis. dynamics Terms, 23 
Symptoms, psychotic, 65-71 
significance of, 65 
as symbols, 66 
Synapse. 19 
S)Ti cope. 216 
Syphilis, 23 

Tabes dorsalis, 216 

Tay-Saebs disease, 126; tee «bo 
Amaurotic family idiocy 
Tension, 216 
Tensions, e^ eryday, 26-31 
Teiman rerbion of Bloet-Simon scale. 
128,216 

Testosteioae, use for dtildrect. 136 
use in middle years. 15S 
Tests, of penonality, 15 
of Inieiligeoce, 127. 123 
Tetany, 216 

Thenput-child relationship. H9 
Therapy. 53-57,70-71.72-96 
groopa, 8^ 

Institutionalization is, 91 
Uy,92 

psychoanalytic. 81-Si 
re-education in, 91 
reereauon, SS, 91 
Thinking, autistic, 59 
disorders of, 66 
Thorazme. 77 

Tbresbold of consdousness, 217 
Thyroid, 23, 74. 76. 93. 126, 155, 

217 

Tics, 144. 143 
Toilet training. 2 .4 
Topiectomy, 217 

"Total push" treatraent p r ogram. 20 
TranquiUrers. 20, 25, 217; tee oho 
Ataractics 
in alcoholism. 113 
benefits from, 77 
lack of eSea in senility. 165 
hnuiations of. 72, 77 


in middle years. 155 
side efiecis of, 77 
Transference, 8, 53.85. 217 
in psychoanalysis, 84,85 
tranquilizen to faahiaEe. 77 
Transient situational personality dts- 
orders. 16,26 
Traimestisaj, 2J7 
Trauma, 217 

in mental retardation, 126 
Treatment. 72-96; see also under twf- 
aut mnditiorts 
almholism, 112 
narcotism. 120 
organic approach. 74 
prychoanalysis. 81-64 
psychoneurosis. 53-57 
psychosis, 70 

psychosomatic illness, 40-42 
shock. 23. 72.75. 142 
Tridione. 142 
Troth serum. 217 
Taberculosis. SI 
Tuberous sclero^. 126.217 

Ulcers, 40.109 
Unconsdous, 2,5.45.217 
collccti'e, 85 
ontogenetic faciorr in, 85 
phylogenetic facton in. 85 
radal. 85 

irn^OTthioeas, feelings of, 52 

Vacoionia. 21.23,217 
Vagus nene.Sl 
Van Cogh, klncent. 49.63 
Vegetause nenous system; see Auto¬ 
nomic nenous nstem 
“X'entilaiion," 30. 217 
in pryrhoRfurosr, 55 
in psychotherapy. 83 
VerbigeraiioQ, 69,217 
\lIlon. Trancois. 99 
Viscera. 218 
Volition, 219 
Volunury musde, 218 
VMniting.40.41 
Voyeurism. 102-103,218 
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Wechslcr-Bellevue Intelligence Scale, 
128,217 

Weiss. Edward, 37 
Widow and widower, 156 
Wilde, Oscar, 102 
Wilder, Thornton. 182 
Withdrawal treatment, 121 
Word association, 83 
Word blindness, 130,217 


Word deafness, ISO, 217 
Word salad. 217 

World Health Organization, 109 
Xmophobia, 218 

Yale University Center of Alcoholic 
Studies. 103, Hi 
Young, R. H., 172 




